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Abstract
The Impact of Foster Care on Depression: An Examination of Placement Type and
Mental Health Service Utilization among Children and Adolescents

By
Kisha Cummings, MPH

Advisor: Luisa N. Borrell, D.D.S., Ph.D.

Background: Children and adolescents in foster care with a history of complex trauma such as neglect,
emotional, physical, and sexual abuse have a greater odds of being clinically diagnosed with depression
in adulthood compared to children and adolescents without such a history. The current study examines
the prevalence of depression in a national sample of children and adolescents aged 7 to 17 years. This
study asks whether a) foster care is associated with a greater prevalence of depression among children
and adolescents in foster care compared to children and adolescents not in foster care; b) there is an
association between foster care placement type and depression; and c) there is a greater association with
mental health service utilization among children and adolescents in foster care than those not in foster
care.
Methods: This study used secondary data from Wave 2 of the National Survey of Child and Adolescent
Well-Being II. Descriptive statistics and chi-square statistics were conducted to assess associations of
each covariate with a) foster care and depression (n=1,573); b) foster care placement type and
depression (n=1,573); and c) foster care and mental health service utilization (n=1,812). Logistic and
ordinal logistic regressions were used to estimate the strength of the association between foster care and
depression and between foster care placement type and depression. The strength of the association
between foster care and mental health service utilization was estimated using logistic regression.
Interaction terms were tested to determine whether these associations varied with age, sex, and
race/ethnicity. SAS Version 9.3 was used for data management while SUDAAN was used to conduct all
the analyses.
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Results: Among children and adolescents between 7 and 17 years of age, foster care was not
associated with depression after controlling for age, sex, race/ethnicity, maltreatment history, and
exposure to violence. Children between 7 and 9 years of age, however, had a higher odds of depression
(OR: 1.89, 95% CI: 1.16-3.07, p-value <.05) than adolescents between 14 and 17 years of age. Children
aged 7 to 9 years in foster care had decreased odds of mild depression (OR: 0.29, 95% CI: 0.09-0.97)
and moderate to severe depression (OR: 0.26, 95% CI: 0.03-2.00) compared to their counterparts not in
foster care. In adjusted analyses, foster care placement type was not associated with depression among
children and adolescents 7 to 17 years of age. Among children between 7 and 9 years of age, those in
kinship care, group home/residential programs, or other settings had 71% decreased odds of depression
(OR: 0.29, 95% CI: 0.10-0.85) compared to children who were not in foster care. Children and
adolescents in foster care were more than 3 times as likely to utilize mental health services (95% CI:
2.05-4.92) than children and adolescents who were not in foster care after adjusting for age, sex,
race/ethnicity, maltreatment history, and exposure to violence.
Conclusion: Child welfare policies should be implemented to address the association between age and
depression among children and adolescents who are not in foster care but who receive services from the
child welfare system. Collaborative efforts between caregivers and child welfare staff should promote
interventions that focus on younger children who have higher prevalence of depression and more severe
depression symptoms compared to older adolescents. Finally, programs that ensure higher mental health
service utilization among children and adolescents in foster care should be expanded to accommodate all
individuals in the child welfare system regardless of foster care status or placement setting.
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Chapter 1. Introduction
This chapter provides justification for the current dissertation research. This introduction is divided into
several subsections. First, the Foster Care section will describe the foster care population, and explain
this population in the context of public health and mental health research. Next, I will provide details on
the Characteristics of the U.S. Foster Care Population by illustrating the demographic and socioeconomic
factors of the foster care population. The Foster Care Placement Type section will provide the rationale
for and a summary of previous research assessing placement type in the association between foster care
and depression. Next, Depression in Foster Care Children and Adolescents will explain how depression
affects children and adolescents in foster care, and how depression prevalence among those in care
compares to their counterparts in the general population. This section will also provide justification for
analyzing depression as the outcome variable in this research. The Mental Health Service Utilization
section will emphasize how foster care influences mental health service use among children and
adolescents in foster care, and present findings from previous research assessing the association
between foster care and mental health service utilization. The next section, Theoretical Framework, will
elaborate on the foster care system as an institution in Bronfenbrenner’s ecological environment
theoretical framework, and explain how and why selected variables in the current research influence
mental health outcomes of individuals in the foster care system. The Significance section will highlight the
importance of examining the association between foster care and depression, foster care placement type
and depression, and foster care and mental health service utilization. Finally, the last section of this
chapter will present an Overview of the Dissertation.

1.1 Foster Care
The foster care system, an entity of the larger child welfare system, provides a safe substitute living
environment for children removed from their parents or guardians.1,2 Children enter foster care from
various facilities including schools, law enforcement agencies, health care facilities, or social service
agencies.3 Children are placed in foster care for the following reasons: family instability such as absence
or incapacity due to illness, disability, incarceration or death; physical or sexual abuse or neglect (failure
to provide adequate food, clothing, shelter, supervision or medical care, or exposure to dangerous
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situations); poverty; crime and violence; homelessness; substance abuse; serious illnesses such as
HIV/AIDS; status offenses such as running away, delinquency, or truancy; or awaiting adoption or
requiring special services for a disability that cannot be provided in the child’s own home.4 While in most
cases, the goal of foster care is to reunite children with their biological families when the family is ready,
some children will remain in foster care for the rest of their childhood.5 Approximately 1 in 3 foster children
who return to their biological homes later reenter the foster care system, most often due to repeated
abuse, neglect, or the inability of their parents to meet requirements imposed by the child welfare
system.6 Therefore, it is important to examine the effect of foster care on children and adolescents’ wellbeing.

1.2 Characteristics of the U.S. Foster Care Population
During the 1980s and 1990s, the number of U.S. children in foster care increased dramatically from
approximately 300,000 in 1980 to 600,000 in 2000,7 representing a 90% increase since the 1980s.8 The
7

number of children in foster care, however, decreased by 31% from 600,000 in 2000 to 415,000 in
2010.9 The foster care population has an average age of 9.4 years of age, and 41% of the population is
white. Infants and children under the age of four represent the fastest growing age group. While there are
no significant sex differences, males are slightly overrepresented (52%) in foster care.6, 9

1.3 Foster Care Placement Type
The two most common placement types are foster family homes and group homes or shelters.4 In 2010,
an estimated 74% of all placement settings were foster family homes.9 Foster family homes are
advantageous because they consist of a small number of children who live in a home with a family or a
single foster parent5 and are intended to provide children with a sense of having a “regular” home.3 A
disadvantage of foster family homes is that they lack professional support services that are available in
group homes, residential care facilities, or other settings.4
The second most common type of foster care placement is group homes or residential care
facilities/institutions,10 which comprised 15% of all foster care children in 2010.9 An advantage of these
placement types is that group homes and residential facilities provide special treatment, support, or
supervision for children with severe disabilities or behavioral problems, children in trouble with the law, or
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children whose needs are too extreme to be addressed in a foster home.5 Because of these behavioral,
emotional, or physical needs, these foster children are unlikely to maintain stable placement in any other
foster care setting.5 Children who live in group home settings have more behavior problems, are more
aggressive, and difficult to care for than children in foster family care.10
There are additional disadvantages to being placed in a group home or residential facility. A
single group home facility can provide housing to as few as six and as many as hundreds of children.10
The large number of children residing in these facilities is a major disadvantage because children have to
share the attention of caregivers, and they may not receive the necessary individual support and attention
from staff.

11

Moreover, children in group homes or residential facilities do not experience the same loving,

nurturing, healthy relationships that are common in foster family homes.6 These foster care placement
settings emphasize behavioral changes in children and adolescents who reside in them rather than on the
children’s attachment needs.12 Another disadvantage of group homes and institutional placements is that
children in these settings are exposed to more disruption, high staff turnover, shift changes, and a higher
level of ongoing social network disruption than placements in foster homes.5
Placement type for children and adolescents in foster care varies by age and race. For example,
older children and adolescents are more likely to be placed in group homes or residential facilities than
are younger children, who are more likely to be placed in foster homes.13 Moreover, African-American
children are more likely to be placed in kinship homes with other family members than are white children
in the foster care system.13

1.4 Depression in Foster Care Children and Adolescents
Among individuals aged 18 to 21 years old with a history in the child welfare system, 27.5% met the
clinical diagnostic criteria for major depression (2006-2007).14 This estimate was higher than the 17% of
U.S. adults who met the clinical diagnosis for depression and participated in the National Comorbidity
Survey (1993).14, 15 Foster children who are abused and neglected experience physical, mental, and
behavioral challenges such as attachment issues, regulatory disorders, anxiety, post-traumatic stress
disorder (PTSD), depression, and aggression.1 Moreover, foster care placement exposes children to risks
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associated with multiple medical, developmental, emotional, and social problems such as trauma, neglect,
and child abuse.16, 17
A national report of children in child welfare from 2007 through 2010 found that among children in
foster care who were maltreated in their biological home, 78.3% were victims of neglect; 17.6% were
victims of physical abuse; and 9.2% were victims of sexual abuse.9 Using a national sample, Greeson
and colleagues found that adolescents and children in foster care were exposed to the following
traumatic experiences: sexual , physical , and/or emotional abuse, neglect, and domestic violence.18
Approximately 70.4% of children and adolescents in foster care reported at least two of these traumatic
experiences, and 11.7% reported exposure to all five traumatic events.

18

Compared to children and

adolescents without a history of exposure to trauma, a history of complex trauma exposure increased the
odds of at least one clinical diagnosis of mental health by 21.3%.18 Thus, foster care may be associated
with poor mental health outcomes in foster care children and adolescents.11
There are several risk factors for depression, for example, child maltreatment (sexual abuse,
physical abuse, neglect, or trauma), in foster care children and adolescents.18-21 Maltreated children are 3
to 4 times more likely to be depressed in adolescence or adulthood than children who have no history of
maltreatment.19 Children who are maltreated are twice as likely to have recurrent and persistent episodes
of lifetime depression than children who are not maltreated.20 Child maltreatment is associated with
earlier onset, more episodes, and more extensive comorbidity of lifetime depression.21 Although physical,
sexual, or emotional abuse contributes differently to major depression in adulthood,21,22.23 research
suggests that sexual abuse is the most likely variable of the three to predict depression.19
Depression in foster care children and adolescents varies by foster care placement type.21, 24
Compared to children and adolescents placed with foster families, children placed in group homes or
other institutions are more likely to experience emotional and behavioral problems such as depression.25
For instance, Perry found that an estimated 35% of children in group homes met the criteria for
depression compared to approximately 20% of children in foster homes.25
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1.5 Mental Health Service Utilization
The foster care system may provide better resources to identify depression in children and adolescents
because of their ongoing interaction with health professionals while they are in care.11 In a 2005 study of
children enrolled in the National Survey of Child and Adolescent Well-Being (NSCAW), the frequency of
mental health service utilization increased immediately after entering the child welfare system. 11 Leslie
and colleagues found that children aged 6 to 10 were 23% less likely than children aged 11 to 14 years to
use outpatient mental health services, and African American children were less likely than white children
to receive mental health services once they had entered the child welfare system.11
In a 2001 study of mental health service use among youths in foster care and disabled youths,
children and young adults in foster care were 15 to 20 times more likely to use inpatient and outpatient
mental health services compared to those who are not in foster care.26 Another study found that foster
children were 16 times more likely to be diagnosed with a psychiatric condition, eight times more likely to
take psychotropic medication, and more likely to utilize psychiatric services than children from similar
socioeconomic backgrounds not living in foster care.27
Ringeisen and colleagues’ study of mental health service utilization among adolescents who
participated in the NSCAW at ages 12 to 15 found that during a 5 to 6 year follow-up period, females
were 1.9 times more likely to utilize outpatient specialty mental health services than their male
counterparts.14 This study also found that young adults from minority groups were almost three times less
likely (OR = 0.3) to receive outpatient mental health services than white, young adults. Taken together,
these findings underscore the importance of investigating whether the association of foster care and the
use of mental health services varies with age, sex or race/ethnicity.14

1.6 Theoretical Framework
This study incorporates foster care status, foster care placement type, depression, and mental health
service utilization in the context of a theoretical framework that examines the associations between a)
foster care and depression, b) foster care placement type and depression, and c) foster care and mental
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health service utilization. It utilizes an ecological theory to examine the factors that influence the
prevalence of depression and the use of mental health services in the foster care population.
Bronfenbrenner’s ecological environment theory describes the role of a series of nested circles,
called ecological systems, that influence human development.28 It invokes four ecological levels to explain
how the components within each level influence human development.28 In the context of this research,
Bronfenbrenner’s model was modified to describe the characteristics of the ecological environment that
influence the association between a) foster care and depression and b) foster care placement type and
depression. These characteristics include: age, sex, race/ethnicity, maltreatment history, exposure to
violence, and foster care placement type. The characteristics were also included in the analysis of the
association between foster care and mental health service utilization in the child welfare system.
Figure 1.1 illustrates the multiple ecological systems that influence the prevalence of depression
and mental health service utilization among children and adolescents in foster care.

Figure 1.1 Ecological Model* of the Effects of Foster Care on Depression and Mental Health
Service Utilization in Children and Adolescents

*Modification to Bronfenbrenner’s ecological systems theory model
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Among the four levels of Bronfenbrenner’s modified model, the innermost level, the microsystem,
represents the immediate setting where the child resided prior to his or her involvement in the child
welfare system. In this research, foster care status (yes/no) represents the microsystem layer of the
model. Previous studies suggest that compared to not having a foster care history, a history of foster care
is associated with a higher prevalence of depression.3, 29 The current study includes foster care status in
the modified Bronfenbrenner model to examine the association between foster care and depression
among children and adolescents in the child welfare system.
The next level in the model, the mesosystem, pertains to the relationships of children and
adolescents with their family members and caregivers in the biological home. The components of the
mesosystem level in this current study include the child or adolescent’s maltreatment history and
exposure to violence in the biological home. Evidence suggests that maltreatment is a risk factor that
directly influences depression among adolescents in foster care.14, 15 Maltreated children are 3 to 4 times
more likely to be depressed in adolescence or adulthood than children who have no history of
maltreatment.19 Consistent with previous scholarship14, 15, 19, this study incorporates maltreatment history
as a component of the mesosystem to examine the associations between a) foster care status and
depression, b) foster care placement type and depression, and c) foster care status and mental health
service utilization.
Previous literature suggests that children exposed to domestic violence experience more
internalizing behavior problems, including depression, than children who are not exposed to domestic
violence.30 In a study of adolescents in the child welfare system, those who were victims of family
violence were more likely to have depression than those who suffered no family violence.31 In addition to
maltreatment, exposure to violence prior to a child or adolescent’s involvement in the child welfare system
was also included as a component of the mesosystem level.
The third level in the modified model, the exosystem, includes the personnel and practices that
influence the rate of depression in children and adolescents within the child welfare system. The type of
foster care setting (foster family home versus group home/residential facility) in which this interaction
occurs affects depression and access to mental health services provided by the child welfare system. For
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example, individuals who are placed in group home/residential facilities are twice as likely compared to
individuals placed in foster family homes to have severe emotional problems such as depression.7
Among children placed in foster homes or group homes, 35% of children who live in group homes meet
the criteria for depression, whereas the number falls to 20% for children in foster homes. Children who
live in family units where they are cared for by a foster parent experience “a strong and enduring
emotional attachment” that enhances their development.28 At an institution like a group home or
residential facility, however, the shift changes and turnover of caregivers is less likely to promote the
same nurturing environment that exists in a foster home. The current research expands on the existing
literature on the association between foster care placement type and depression by examining the
prevalence of depression among children and adolescents in foster care, kinship care, group homes,
residential facilities, and other placement settings.
The outermost level of the modified model, the macrosystem, represents the combination of the
three previous ecological levels: individual (microsystem), institutional (mesosystem), and societal
(exosystem). In addition, within the context of examining rates of depression among children and
adolescents in foster care, demographic variables such as age, sex, and race/ethnicity were included in
the macrosystem level of the modified Bronfenbrenner model.28,32 Age, sex, and race/ethnic differences
in the association between foster care and depression, and foster care and mental health service
utilization have been noted in the literature.33,34, 35,36 For instance, previous research has found that, in
foster care, females are more than twice as likely to develop depressive symptoms as males,33
adolescents in foster care from 14 to 16 years of age have higher CDI depression scores than children in
younger age groups,34 and white children in foster care are almost three times more likely to develop
depression compared to their African-Americans counterparts.33 Thus, the current study included age,
sex, and race/ethnicity in the model to determine whether the associations between a) foster care and
depression, b) foster care placement type and depression, and c) foster care and mental health service
utilization are modified by these characteristics.
Although poverty is not included in the modified Bronfenbrenner model for the current study, it is
probably a ubiquitous problem among children and adolescents in the child welfare system.35, 37 For
instance, families of children and adolescents in the child welfare system are five times as likely to have
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income at 50% of the federal poverty level and three times as likely to be very low income compared to
families in the general population.38 Moreover, compared to households with children in the general
population, households with foster children are more likely to be below 200% of the federal poverty line. 39
The effects of poverty in the biological home can influence a child or adolescent’s exposure to violence
and maltreatment. Impoverished caretakers who experience difficulties with coping with emotional or
financial instability may contribute to the risk of depression in children and adolescents who reside in
these home environments.35 These challenges can result in a less safe environment for children and
adolescents whose guardians are unable to handle stressful financial obstacles, and lack familial or social
support to assist with taking care of their children.

35

Moreover, compared to individuals who do not live in

poverty, children and adolescents who live in poverty may not have the same access to mental health
services that can prevent, identify, and treat depression in this population of youths.

1.7 Significance
This dissertation not only examined depression prevalence among children and adolescents in the child
welfare system, but also used the Childhood Depression Inventory (CDI), a widely accepted tool for
measuring depression symptomatology among children and adolescents. I used results from the CDI not
only to identify depression prevalence among children and adolescents from 7 through 17 years of age,
but also to determine the severity of depression symptoms among children and adolescents. In addition,
the current study explored how the severity of depressive symptoms differed among individuals in the
child welfare system according to foster care status.
Although previous research has emphasized the negative consequences of foster care on
depression,16, 18, 20, 40 few studies 35, 41 have compared the prevalence of depression according to foster
care status of children and adolescents in the National Survey of Child and Adolescent Well-Being
(NSCAW II). Similarly, the literature often includes children and adolescents in foster care,16, 18, 20, 40 but
few studies include all children and adolescents who are in the child welfare system regardless of foster
care status.35, 41 Another limitation of the existing literature is that many studies include depression and
mental health service utilization reported by children and adolescents,26 but they rarely include data from
caregivers and caseworkers.42, 43 Lastly, existing research demonstrates an association between mental
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health service utilization and foster care,11, 14, 41, 42, 44-46 but few studies have examined the association in a
national sample of children and adolescents in the child welfare system.42, 43,45, 47
To address these gaps in the existing literature, this study used information collected in the
NSCAW II dataset of foster care, depression, and mental health service utilization from children and
adolescents currently in care, as well as from their caregivers and caseworkers. By including the
perspectives from the children and the adults in their lives, this study expanded upon the scant literature
on the entire child welfare system as a whole. This dissertation included children and adolescents in the
child welfare system to examine the association between a) foster care and depression and b) foster care
placement type and depression. Finally, the current research evaluated the extent to which children and
adolescents in foster care utilize mental health services in comparison to children and adolescents not in
foster care but who receive services from the child welfare system.

1.8 Overview of the Dissertation
The purpose of this cross-sectional study is to compare the prevalence of depression in a national sample
of children and adolescents 7 to 17 years of age in foster care with those not in foster care but who
receive services from the child welfare system. One aim of this study is to determine a) whether there is
an association between foster care and depression in children and adolescents from the ages of 7
through 17 before and after controlling for selected characteristics, and b) whether this association is
modified by age, sex, or race/ethnicity. A second aim of this study is to determine a) whether there is an
association between foster care placement type (none, kinship foster home, group home or residential
facility, other foster care setting, agency, or institution) and depression for the same age group before and
after controlling for selected characteristics, b) and whether this association is modified by age, sex, or
race/ethnicity. Lastly, I will examine the association between foster care and mental health service
utilization in children and adolescents after controlling for selected characteristics and determine whether
this association is modified by age or race/ethnicity.
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1.8.1 Organization of the Dissertation
The next three chapters in this dissertation pertain to the three specific aims of this study. The first
chapter, “Foster Care Status and Depression among Children and Adolescents in the Child Welfare
System,” examines how foster care status influences depression prevalence among children and
adolescents, and how prevalence rates differ from children and adolescents who are not in foster care.
The second chapter, “Foster Care Placement Type and Depression among Children and Adolescents in
the Child Welfare System,” expands upon the first chapter by examining how specific foster care
placement types influence depression prevalence among children and adolescents. This chapter
emphasizes how the environment within different placement settings influences rates of depression
among children and adolescents who reside in particular foster care placement types. The third chapter,
“Foster Care and Mental Health Service Utilization among Children and Adolescents in the Child Welfare
System,” examines the association between foster care and mental health service utilization among
children and from the child welfare system.
The final chapter of this dissertation summarizes the findings from the previous three chapters.
This concluding chapter also presents recommendations for future research for examining the association
between foster care and depression. Finally, policy implications are included in this concluding chapter.

1.8.2. Data Source
The National Survey of Child and Adolescent Well-Being II (NSCAW II) dataset was used for this study.
NSACW II is conducted by the Research Triangle Institute (RTI) for the Administration on Children, Youth,
and Families (ACYF) and the U.S. Department of Health and Human Services (DHHS). The survey
includes two waves of data collected from children, their caregivers, and their caseworkers—Wave 1:
March 2008 – September 2009 and Wave 2: October 2009 – January 2011. Wave 2 data were used in
this study. For the analyses, I only used Wave 2 because foster care, which was our independent variable
for all the study aims, was derived from questions asked to the child, the caregiver, and the caseworker
surveys. Unlike Wave 1, the question for caseworkers were mandatory in Wave 2.
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Data for NSCAW II Wave 2 represented a follow-up survey of children who were 16 months
through 19 years at the time of sampling.48 Wave 2 interviews were conducted approximately 18 months
after Wave 1.
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Chapter 2:
Foster Care Status and Depression among Children and Adolescents
in the Child Welfare System
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The purpose of this study was to examine the association between foster care and depression among
children and adolescents in the child welfare system, and determine whether this association varies with
age, sex and race/ethnicity. The study sample consisted of youths between 7 and 17 years of age at
Wave 2 of the National Survey of Child and Adolescent Well-Being (NSCAW II). Logistic and ordinal
logistic regression analyses were performed to determine whether foster care was associated with
depression prevalence and severity. The findings of this study revealed that there was no association
between foster care and depression. However, children between 7 to 9 years of age in foster care had
lower odds of depression compared to their counterparts not in foster care. Child welfare initiatives
should be established to enhance mental health care for younger children who are not in foster care
because they have higher overall prevalence of depression and more severe symptoms of depression.
Efforts should also focus on preventing the detrimental effects of exposure to violence on the overall wellbeing of all children and adolescents in care.

2.1 Introduction
Approximately 11% of U.S. adolescents are diagnosed with a depressive disorder before the age of 18.49
An estimated 27.5% of adolescents and young adults aged 18 to 21 have major depression (2006-2007),
which is almost three times as high as the rate of depression among U.S. adults (9.4%) who participated
in the National Comorbidity Survey (1993).14, 50 Adolescents in foster care have depression prevalence
rates 2 to 3 times higher than adolescents in the general population.29, 51 By the time adolescents “age out”
of foster care, their prevalence of major depression is 41.1% compared to 19.8% among the general
population.11, 16, 52 Estimates for 2012 count 399,546 children and adolescents in foster care.13
Entry into the foster care system has been described as an epidemiologic “sentinel event” in
which a childhood history of foster care acts as an exposure or risk factor, representing a cluster of
factors and events taking place before and during foster care and affecting health outcomes in
adulthood.52 For example, foster children and adolescents with a previous history of complex trauma such
as neglect, emotional, physical, and sexual abuse are 20% more likely to be clinically diagnosed with
depression in adulthood than their counterparts without a prior history. 16, 52 Sexual and physical
maltreatment, preexisting mental health conditions, and the emotional shock of being separated from
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biological families and peers can exacerbate pre-existing emotional disorders in children and adolescents
who enter foster care, and they can increase the likelihood of developing depression.11, 13, 34, 52-55
In a study of adolescents 17 years of age or older, results indicated that during their lifetimes,
females were more than twice as likely to develop depressive symptoms as males. 33 Moreover, after age
13, females are more likely to have an increased prevalence of depression as they age than males. 34, 56
Allen and colleagues found that adolescents in foster care between 14 and 16 years of age have higher
CDI depression scores than children in younger age groups in foster care. 34 Racial/ethnic disparities also
exist in the foster care population with white children in foster care being almost three times more likely
during their lifetime to develop depression than African-Americans.

33

Although previous research has emphasized the negative consequences of foster care on
depression,16, 18, 20, 40 few studies 35, 41 have compared the prevalence of depression in foster care in a
NSCAW II sample of children and adolescents in the child welfare system. Thus, this study examines the
association between foster care and depression among children and adolescents from the ages of 7
through 17; and whether this association is modified by age, sex, or race/ethnicity.

2.2 Methods
This study used the National Survey of Child and Adolescent Well-Being II (NSCAW II) dataset. NSCAW
II is conducted by the Research Triangle Institute (RTI) for the Administration on Children, Youth, and
Families (ACYF) and the U.S. Department of Health and Human Services (DHHS). NSCAW II uses a twopart stratified sampling design with U.S. states divided into nine sampling strata: The top eight strata
represent the eight U.S. states with the largest child welfare caseloads, and the ninth sampling stratum
represents the remaining 42 states and the District of Columbia. In the second sampling stage, primary
sampling units (PSUs) were created within each of the nine strata to represent the counties or other
geographic areas where single child protective services agencies reside.57

2.2.1 Outcome Variable
The outcome of interest, depression, was collected using the Children’s Depression Inventory (CDI)58 at
Wave 2 of NSCAW II. Children and adolescents between 7 and 17 years of age were asked a total of 27
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CDI questions using a 3-point Likert-type scale. The questions asked about suicidal thoughts, feelings of
sadness or feeling bad, and difficulties sleeping. The responses to the 27 questions were added to
generate the study participant’s total CDI score for depression symptoms. The CDI scores ranged from 34
to 90.
I created a dichotomous depression variable using CDI depression symptom cutoff scores of 50
or less as ”not depressed” and >=51 as “depressed.” These cutoff points have been used in previous
research on depression in children and adolescents. 59, 60 In addition to the dichotomous variable and
consistent with previous studies,59, 60 I created an ordinal variable to measure depression symptom
severity using the following CDI score cutoff points: 50 or less (not depressed); 51 – 65 (mild depression);
66+ (moderate or severe depression).

2.2.2 Exposure Variable
The main exposure of interest in this study is foster care status. NSCAW II classified an individual’s
foster care status using a derived variable describing the child’s overall placement setting. This variable
was obtained from an aggregate question derived from the caregiver, caseworker, and child interviews.
The derived question asked: “Is child living in out-of-home care (e.g. foster home, etc.)?” The types of
out-of-home care included the following NSCAW II settings: formal kin care; informal kin care; foster care;
group home/residential program; or other out-of-home (OOH) arrangement. In-home care included the
following settings: (children and adolescents who live at home with a biological (in-home: bio parent) or
an adoptive parent or (in-home: adoptive parent)). For the purposes of this study, children and
adolescents whose interviewers responded “Yes” to living in out-of-home care were considered living in
foster care, and those whose interviewers responded “No” to living in out-of-home care were considered
not to be living in foster care.

2.2.3 Covariates
Consistent with previous studies,20, 21, 29, 34, 61, 62 age, sex, race/ethnicity, maltreatment history, and
exposure to violence were included as covariates in this study. Age was recorded as a continuous
variable and further categorized into the following distribution of the study population: 7-9, 10-13, and 14-
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17 years. Children and adolescents were asked to identify themselves as either male or female.
Race/ethnicity was collected and recoded by NSCAW II into the following categories: white/non-Hispanic,
black/non-Hispanic, Hispanic, and Other.
Study participants’ exposure to violence was collected in NSACW II by using the Violence
Exposure Scale for Children. Children and adolescents 5 years of age and older were asked a total of 23
questions pertaining to ever being a victim of or a witness to violent and criminal events. Each question
used a 4-point Likert-type scale to determine child and adolescent exposure to mild and severe violence.
NSCAW II combined the responses to these 23 questions to generate total scores of mild and severe
violence exposure. NSCAW II provided a variable to classify individuals based on the following levels of
violence exposure: “never” being exposed; exposed to “mild” violence; or exposed to “severe” violence.
For the purposes of this study, I used the NSCAW II variables to create a variable with the following
categories: mild (children and adolescents who were exposed to NSCAW II-category mild violence);
severe (based on the NSCAW II classification of severe violence); both mild and severe (children and
adolescents reporting exposure to both types of violence) and none (individuals reporting “never” being
exposed to either type of violence).
The sexual and physical maltreatment history of children and adolescents in this study was
collected using the Parent-Child Conflict Tactics Scales. The Physical Assault scale applies an 8-point
Likert-type scale to determine if caregivers physically assaulted the children or adolescents in their care.
For the purposes of this study, I used the NSCAW II variables to create a variable with the following
categories: physical, i.e., children and adolescents whose caregivers reported any physical assault based
on the NSCAW II classification of physical; sexual, i.e., based on the NSCAW II classification of sexual;
both physical and sexual, i.e., individuals exposed to both types of maltreatment; and none, i.e.,
individuals who were not exposed to either type of maltreatment.
Of the 2,066 children and adolescents from 7 through 17 years of age who participated in
NSCAW II at Wave 2, I excluded children and adolescents who lacked CDI depression scores (n=239) or
did not have information on foster care status (n=254). These exclusions yielded a final sample of 1,573
children and adolescents.
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Comparing excluded (n=493) and included (n=1,573) participants from the analyses revealed few
differences between the two groups. For example, 32.7% of participants in this study had depression
compared to 29.7% of participants who were excluded (p-value <.0001). Participants who were nonHispanic white, without a history of maltreatment, and without exposure to violence were more likely to be
excluded from the analyses (all p-values: < 0.05). The distribution of age, sex, and foster care status,
however, were similar for included and excluded participants (p-values > 0.05).

2.2.4 Statistical Analyses
Descriptive statistics were used to examine the distribution of foster care status, depression symptoms,
age, sex, race/ethnicity, maltreatment history, and exposure to violence of study participants in the
population and according to foster care status and depression status. A chi-square test was then
conducted to assess associations of each covariate with foster care and depression. Logistic regression
analyses included variables that proved to be significantly associated with the exposure or outcome at the
bivariate level (p-level < 0.05).
To determine the association between foster care and depression, two statistical analyses were
conducted. In the first analysis, four models were fitted to examine the association between foster care
and depression (yes/no). The crude model presents the association between foster care and depression.
Model 1 adds age, sex, and race/ethnicity to the crude model. Model 2 additionally controls for
maltreatment history. The final model, Model 3, includes exposure to violence.
For the variable with different levels of depression symptom severity, ordinal logistic regression
analysis was conducted to estimate the strength of the association between foster care status and
depression severity. Similar to the logistic models fitted for depression (yes/no), four models were created
for the ordinal depression variable. Finally, interaction terms of foster care with age, sex, and
race/ethnicity were tested in the final models to determine whether the association between foster care
and depression (binary and ordinal) varies with these characteristics. To avoid issues of multicollinearity,
each interaction term was tested separately in the final models.
SAS Version 9.3 (SAS Institute, Cary, NC) was used for data management while SUDAAN
(Version 11.0.1; RTI International, Research Triangle Park, NC) was used to conduct the analyses.
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Although the sample sizes in the tables were un-weighted, appropriate sample weights and clustering
variables were used to generate national estimates of the child welfare population.

2.3 Results
Table 2.1 describes the study population of children and adolescents aged 7 through 17 years in the child
welfare system and according to foster care status. On average, study participants ranged from 10 to 13
years of age (35.3%), were female (52.4%), and non-Hispanic white (44.4%). An estimated 32.7% of
participants were depressed. Approximately 43.6% of children and adolescents had a history of physical
abuse but not sexual abuse, and 40.1% of children and adolescents had exposure to both mild and
severe violence (40.1%). Finally, 13.8% of the children and adolescents in this study were in foster care.
When compared to children and adolescents who were not in foster care, participants in foster care
were more likely to be from 14 through 17 years of age (44.5%), less likely to be depressed (25.5%), less
likely to report physical abuse (27.2%), and more likely to be exposed to violence (52.2%; all p-values
were < 0.05). There was no association of sex, race/ethnicity, or depression (three categories) with foster
care (p-value>0.05).
The distribution of selected characteristics in the total population and according to depression
status is displayed in Table 2.2. When compared to individuals who were not depressed, individuals who
were depressed were more likely to be between the ages of 10 and 13 years of age (38.7%), more likely
to be male (52.4%), and more likely to be in foster care (15.3%; all p-values were < 0.05). There was no
association of race/ethnicity, maltreatment, and exposure to violence (p-value>0.05).
Table 2.3 presents the crude and adjusted odds ratios (OR) and 95% confidence intervals (CI) for
the association between foster care and depression (binary) after controlling for selected characteristics.
Being in foster care reduced the odds of depression by 33% (OR: 0.67, 95% CI: 0.46 -0.97) as compared
to not being in foster care. However, after adjustment for age, sex, race/ethnicity, maltreatment history,
and exposure to violence, the association between foster care and depression was no longer significant.
The association remains identical regardless of the covariates included in the model. It is worth
mentioning that age, sex, race/ethnicity, and exposure to violence were significantly associated with
depression in the final model. Being between 7 and 9 years of age increased the odds of depression by
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89% (OR: 1.89, 95% CI: 1.16-3.07) as compared to adolescents between 14 and 17 years of age. Males
were 50% (OR: 0.50, 95% CI: 0.36-0.71) less likely to have depression compared to females. Compared
to non-Hispanic whites, Hispanics were twice (OR: 2.03, 95% CI: 1.0-4.10) as likely to be depressed.
Children and adolescents exposed to mild violence were 3.12 times as likely to have depression (95% CI:
1.26-7.73) compared to participants who were not exposed to violence. The odds for children and
adolescents exposed to both mild and severe violence was 5.40 (95% CI: 1.81 – 16.09) relative to their
counterparts who were not exposed to violence.
The crude and adjusted odds ratios and 95% confidence interval for the association between
foster care and depression (three levels) after controlling for selected characteristics are presented in
Table 2.4. Being in foster care reduced the odds of mild depression by 37% (OR: 0.63, 95%CI: 0.40-1.00)
as compared to not being in foster care. After adjusting for age, sex, race/ethnicity, maltreatment history,
and exposure to violence, however, this association was no longer significant.
In the final model, sex and exposure to violence were significantly associated with mild
depression. Males were 38% less likely to have depression compared to females (OR: 0.62, 95% CI:
0.43-0.87). Children and adolescents exposed to mild violence were 2.87 times more likely to have mild
depression compared to children and adolescents with no exposure to violence (95% CI: 1.07-7.69).
Compared to individuals not exposed to violence, individuals exposed to mild and severe violence were
4.48 times as likely to have mild depression (95% CI: 1.45-13.85).
Similarly, being in foster care reduced the odds of moderate to severe depression by 21% (OR:
0.79, 95%CI: 0.38-1.67) as compared to not being in foster care. This association was not significant
even after adjusting for age, sex, race/ethnicity, maltreatment history, and exposure to violence. It is
worth mentioning that age, sex, race/ethnicity, and exposure to violence were significantly associated with
depression in the final model. Children aged 7 to 9 were more than three times as likely to have moderate
to severe depression (OR: 3.77, 95% CI: 1.47-9.66) compared to adolescents between 14 and 17 years
of age. Males had an 81% decreased odds of moderate to severe depression (OR: 0.19, 95% CI: 0.090.40). Hispanics were more than 3.54 times as likely to have moderate to severe depression (95% CI:
1.16 -10.75) than non-Hispanic whites. Children and adolescents exposed to mild and severe violence
were more than 15 times as likely to have moderate to severe depression (OR:15.15, 95% CI:1.66-

20

138.63). However, this finding should be interpreted with caution given the width of the confidence
intervals.
The association between foster care and depression was modified by age (binary outcome: pvalue =0.02 and three- level categories outcome: p-value= 0.008; Table 2.5). Among children aged 7-9
years, those in foster care had a 71% (95% ci: 0.10 – 0.81) lower odds of depression than those not in
foster care. Similarly, among 7 to 9 years olds, children in foster care were also at a decreased odds of
mild depression (OR: 0.29, 95% CI: 0.09-0.97) and moderate to severe depression (OR: 0.26, 95% CI:
0.03-2.00) compared to their counterparts who were not in foster care.
There was no evidence of interaction between foster care and gender or between foster care and
race/ethnicity regardless of the definition used (p-values >=0.20).

2.4 Discussion
In this sample of children and adolescents 7 to 17 years old in the child welfare system, foster care was
not significantly associated with depression regardless of how it was defined for analytical purposes. After
adjusting for age, sex, race /ethnicity, maltreatment history, and exposure to violence, the associations
remained the same. The study found, however, that the association between foster care and depression
was modified by age. Among children aged 7 to 9 years old, those in foster care had lower odds of
depression compared to those not in foster care.
The results of this study are not consistent with previous studies focusing on foster care and
depression, which have documented the negative impact of foster care on depression.16, 29, 34, 52, 63 For
instance, Shin and colleagues’ study of depression in adolescents in the child welfare system concluded
that 55% of youths in foster care had a depression score greater than the national average. 63 Although
Shin and colleagues also performed logistic regression analyses for their study, there were variations in
our studies. For example, the current study used a larger sample size (n=1,583 vs. n=311), and used the
NSCAW II database compared to a statewide database in Shin’s study.
This study’s findings of higher odds of depression in younger age groups is supported by
previous research34, 64 that suggests that younger children in foster care have higher depressive
symptoms than older children. Litrownik and colleagues’ study of depressive symptomatology in
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maltreated children found that children 3 and 4 years of age reported significantly more symptoms of
depression compared to children in three older age groups.64 Similarly, Allen and colleagues found that
children 8 through 10 years of age in foster care had higher CDI depression scores than 11 through 13
years olds entering foster care.34
One possible explanation for the higher prevalence of depression among children 7 – 9 years of
age in this study may be the detachments from family and significant others earlier in life. 65 The lack of
attachment to loved ones at such a young age may lead to impairments in psychosocial functioning,
emotional disturbance and trauma, and psychological distress for younger children placed in the child
welfare system.

65

Younger children may not be as psychologically developed as older adolescents in the

child welfare system, which may make it more difficult to deal with loss of attachment to significant others
in the biological home environment.65
Among the strengths of our study is the use of the National Survey of Child and Adolescent WellBeing (NSCAW II). This dataset is an important tool to examine foster care, depression, maltreatment
history, and exposure to violence among children and adolescents because it allows for the comparison
of children in foster care and children not in foster care but who receive services from the child welfare
system. Furthermore, this is the only national dataset that includes depression and foster care data
obtained from children, their caregivers, and caseworkers while they are in care. The inclusion of children
and adolescents regardless of foster care status allows for a more comprehensive examination of
children and adolescents in care who may be affected by depression. Moreover, this study contributes to
previous research4-6, 8 that have examined the immediate impact of foster care on depression for children
and adolescents currently in foster care, but have not assessed the impact on older adolescents not in
foster care.26, 35, 39, 41
Assessing the presence and severity of depression symptoms is a second strength of the current
research. The benefit of using a yes/no definition and an ordinal definition for depression is that I was
able to determine the extent to which foster care influenced depression among children and adolescents
in care. Similarly, the two measures allowed me to compare the characteristics of children with the most
severe symptoms to those with no or mild symptoms of depression.
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This study has several limitations that should be acknowledged. One limitation is the crosssectional study design. By using only Wave 2 data, I was unable to determine temporality between foster
care and depression. More specifically, I could not conclude that children and adolescents with
depression symptoms developed these symptoms after being placed into the foster care. These
symptoms may also have developed prior to placement in foster care.
Another limitation of this research is the small sample size. The sample size was limited to
children and adolescents from 7 through 17 years of age because the CDI was only administered to
children and adolescents in this age group. I further restricted the study sample by excluding participants
who were missing survey responses about foster care status or depression. One of the implications of
using a small study sample is that I may not have included enough participants to answer my research
questions effectively. By excluding 493 children and adolescents who were outside of the target age
range or who did not have foster care or depression information, I limited the number of individuals who
were included in the study’s analyses. The sample size could possibly explain why I did not observe an
association between foster care and depression. Another implication of using a small sample size is that
is prevents me from generalizin my study findings beyond this study population and from providing
evidence that this study represents children and adolescents in the child welfare system.
The sensitive nature of the study data is another limitation that should be acknowledged. Children,
adolescents, and caregivers may not have felt comfortable disclosing information related to depression,
exposure to violence, and maltreatment history. This may explain why there were so many missing values
in the questions pertaining to depression, exposure to violence, and maltreatment history.
Approximately 32.7% of children and adolescents included in the study experienced depression
compared to 29.7% of children and adolescents who were excluded from the study. Compared to children
and adolescents who were excluded from this study, a smaller proportion of children and adolescents in
the study (38.1% vs 44.4%) were non-Hispanic white; a larger proportion (55.4% vs 52.9%) had no
history of maltreatment; and a larger proportion (9.3% vs 3.6%) were not exposed to violence. These
differences in race/ethnicity, maltreatment history, and exposure to violence were statistically significant.
However, the distribution of age, sex, and foster care status were similar for both included and excluded
participants. In contrast, race/ethnicity, maltreatment history, and exposure to violence were not
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associated with foster care or depression in the actual analyses. Moreover, the results of this study may
underestimate the true strength of the association between foster care and depression because
participants who were included in this study had a higher prevalence of depression compared to
participants from the total NSCAW II population who were excluded from this study.
Although the results of the study did not indicate that there was a significant association between
foster care and depression, the results of this research indicate that age modifies the association.
Younger children were more likely to have depressive symptoms compared to older adolescents. This
finding suggests the importance of an interdisciplinary collaboration between child welfare departments
and mental health care providers to establish a standardized level of care that will address the mental
health needs of all individuals in the child welfare system, regardless of age. Consequently, more
emphasis should be made to enhance mental health care for younger children.
Finally, with reference to the modified Bronfenbrenner ecological model, the results of this study
imply that the microsystem layer, or foster care status, does not influence depression prevalence among
the children and adolescents. However, this study provides evidence that additional risks in the biological
home that comprise the mesosystem and the macrosystem layers of the model may negatively influence
depression prevalence. More specifically, age, race/ethnicity, and exposure to violence were associated
with depression independent of foster care. This study’s findings indicate that younger children as well as
Hispanics were more likely to have depression and more severe symptoms of depression compared to
adolescents and non-Hispanic whites. Similarly, children and adolescents who were exposed to violence
had a higher prevalence of moderate to severe depression than those who are not exposed to violence.
This study’s findings imply that foster care personnel should ensure that the existing protocols
focusing on providing mental health services to younger children in foster care are expanded to include
younger children who are not in foster care.65 In addition, early assessment of depressive
symptomatology in young maltreated children is a necessary method of identifying the differences that
exist between younger children in foster care and younger children who are not in foster care.64 These
interventions should also consider that younger children are still in the development phase of their lives
and may not be mature enough to cope with their environment as well as older children and
adolescents.64, 66
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To address the higher prevalence of depression in children and adolescents exposed to violence,
child welfare personnel should consider using family-centered methods of mental health care.65 One
example of a model is the abused-focused cognitive behavioral therapy model for child abuse
treatment.65 This behavioral therapy approach includes treatment for both the abused child and their
family. 65 This therapy model for child abuse may be useful in discouraging violent behaviors in the
home.65 Moreover, risks such as exposure to violence should be acknowledged, understood, and
addressed to reduce and prevent depression in children and adolescents in the child welfare system.
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Table 2.1 Distribution of selected characteristics for children and adolescents 7 to 17 years of age
in the total population and according to foster care status: NSCAW II Wave 2 (2012) *

Characteristics

Total
N =1,573
% (SE)

13.8(1.6)

Not in Foster
Care
N=1,170
% (SE)
86.2(1.6)

31.8(1.9)
35.3(2.3)
32.9(1.9)

22.2(3.4)
33.3(4.2)
44.5(4.0)

33.4(2.2)
35.6(2.7)
31.0(2.2)

52.4(2.2)
47.6(2.2)

42.2(5.0)
47.8(5.0)

52.4(2.4)
47.6(2.4)

20.8(2.8)
44.4(4.0)
14.4(1.9)
6.7(1.5)
13.8(2.2)

26.4(4.6)
45.2(5.7)
12.7(2.8)
6.7(2.0)
9.0(2.5)

20.0(2.9)
44.2(4.2)
14.7(2.1)
6.7(1.6)
14.5(2.5)

32.7(2.2)
67.3(2.2)

25.5(3.6)
74.5(3.6)

33.9(2.3)
66.1(2.3)

67.3(2.2)
25.7(2.1)
7.0(1.0)

74.5(3.6)
19.2(3.6)
6.32(1.9)

66.1(2.3)
26.8(2.3)
7.1(1.1)

0.09

40.2(2.6)
43.6(1.9)
4.3(0.9)
5.0(1.0)
6.8(0.7)

23.5(4.3)
27.6(4.3)
4.2(1.8)
1.6(1.4)
43.1(4.4)

42.9(2.9)
46.2(2.1)
4.3(1.0)
5.6(1.2)
1.0(0.3)

< 0.001

9.3(1.3)
37.6(2.3)
1.0(0.4)
40.1(1.8)
12.1(1.6)

6.3(3.1)
28.9(2.9)
0.5(0.5)
52.2(4.4)
12.2(4.3)

9.8(1.4)
39.0(2.6)
1.1(0.4)
38.1(2.0)
12.0(1.9)

0.006

Foster care status
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Unable to Derive
Depression (CDI Score)
Yes (>=51)
No (50 or less)
Depression (CDI score)
50 or less (Normal)
51-65 (Mild Depression)
66+ (Moderate to Severe Depression)
Maltreatment
No maltreatment
Physical abuse only
Sexual abuse only
Both Physical and Sexual abuse
Maltreatment Unknown
Exposure to Violence
No exposure
Exposure to mild violence
Exposure to severe violence
Exposure to mild and severe violence
Exposure to violence unknown

*This sample is unweighted but % and SE are weighted.
**P-values for chi-square of independence
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Foster Care
N =403
% (SE)

P- value**

0.01

0.97

0.49

0.03

Table 2.2 Distribution of depression in children and adolescents 7 to 17 years of age who
participated in NSCAW II Wave 2 (2012) *

Characteristics

Depression status prevalence
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Unable to Derive
Foster Care
Yes
No
Maltreatment
No maltreatment
Physical abuse only
Sexual abuse only
Both Physical and Sexual abuse
Maltreatment Unknown
Exposure to Violence
No exposure
Exposure to mild violence
Exposure to severe violence
Exposure to mild and severe violence
Exposure to violence unknown

Total
N =1,573
% (SE)

Depressed
(CDI >=51)
N = 465
% (SE)
32.7(2.2)

Not Depressed
(CDI 50 or less)
N= 1,108
% (SE)
67.3(2.2)

31.8(1.9)
35.3(2.3)
32.9(1.9)

28.7(2.2)
38.7(2.8)
32.6(2.3)

38.2(3.3)
28.3(3.0)
33.5(3.3)

52.4(2.2)
47.6(2.2)

47.6(2.8)
52.4(2.8)

62.3(3.1)
37.7(3.1)

20.8(2.8)
44.4(4.0)
14.4(1.9)
6.7(1.5)
13.8(2.2)

20.8(2.8)
47.4(4.1)
13.2(2.4)
6.4(1.6)
12.2(2.2)

20.9(3.8)
38.1(4.8)
16.8(3.2)
7.2(2.2)
17.1(3.7)

13.8(1.6)
86.2(1.6)

15.3(1.8)
84.7(1.8)

10.8(1.9)
89.2(1.9)

40.2(2.6)
43.6(1.9)
4.3(0.9)
5.0(1.0)
6.8(0.7)

23.5(4.3)
43.4(2.4)
4.2(1.8)
4.4(1.3)
7.1(1.0)

42.9(2.9)
44.1(3.5)
4.9(1.6)
6.4(1.7)
6.3(1.3)

0.86

9.3(1.3)
37.6(2.3)
1.0(0.4)
40.1(1.8)
12.1(1.6)

12.0(2.1)
39.4(2.4)
1.1(0.4)
34.6(2.4)
12.9(2.1)

3.6(1.3)
39.0(2.6)
0.8(0.7)
51.3(4.6)
10.2(2.3)

0.08

*This sample is unweighted but % and SE are weighted.
**P-values for chi-square of independence
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P-value**

0.008

<0.001

0.19

0.03

Table 2.3 Unadjusted and adjusted odds ratios (OR) and their 95% confidence intervals (95%CI)
associated with being in foster care and depression among children and adolescents 7 to 17 years
of age: NSCAW II Wave 2 (2012)*
Characteristics
Foster Care
Yes
No
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Physical abuse only
Sexual abuse only
Both Physical and Sexual abuse
Exposure to Violence
No exposure
Exposure to mild violence
Exposure to severe violence
Exposure to mild and severe violence
*

Crude Model
OR (95% CI)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

Model 3
OR (95% CI)

0.67(0.46-0.97)
1.00

0.70(0.47-1.05)
1.00

0.65(0.37-1.16)
1.00

0.61(0.34-1.09)
1.00

1.47(0.94-2.30)
0.71(0.48-1.06)
1.00

1.48(0.95-2.32)
0.71(0.48-1.07)
1.00

1.89(1.16-3.07)
0.79(0.50-1.23)
1.00

1.00
0.51(0.37-0.70)

1.00
0.52(0.37-0.72)

1.00
0.5(0.36-0.71)

1.28(0.85-1.94)
1.00
1.75(0.94-3.24)
1.38(0.68-2.81)

1.31(0.87-1.98)
1.00
1.80(0.97-3.34)
1.43(0.69-2.93)

1.35(0.90-2.02)
1.00
2.03(1.0-4.10)
1.42(0.70-2.88)

1.00
1.06(0.72-1.57)
1.13(0.41-3.08)
1.62(0.73-3.59)

1.00
0.95(0.63-1.44)
0.94(0.32-2.80)
1.32(0.60-2.89)
1.00
3.12(1.26-7.73)
2.85(0.29-27.67)
5.40(1.81-16.09)

CDI total scores
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Table 2.4 Unadjusted and adjusted odds ratios (OR) and their 95% confidence intervals (95%CI) associated
with being in foster care and depression symptom severity among children and adolescents 7 to 17 years of
age: NSCAW II Wave 2 (2012)
Characteristics (66+: Moderate to
Severe Depression)
Foster Care
Yes
No
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Physical abuse only
Sexual abuse only
Both Physical and Sexual abuse
Exposure to Violence
No exposure
Exposure to mild violence
Exposure to severe violence
Exposure to mild and severe violence

Crude Model
OR (95% CI)

Model 1
OR (95% CI)

Model2
OR (95% CI)

Model 3
OR (95% CI)

0.79(0.38-1.67)
1.00

0.90(0.41-1.95)
1.00

0.40(0.07-2.17)
1.00

0.34(0.07-1.66)
1.00

2.57(1.05-6.33)
0.47(0.22-1.00)
1.00

2.93(1.18-7.29)
0.51(0.24-1.09)
1.00

3.77(1.47-9.66)
0.60(0.28-1.26)
1.00

1.00
0.19(0.09-0.43)

1.00
0.20(0.09-0.45)

1.00
0.19(0.09-0.40)

1.21(0.55-2.68)
1.00
2.72(1.00-7.38)
3.46(1.17-10.21)

1.27(0.59-2.76)
1.00
2.95(1.08-8.00)
3.75(1.31-10.73)

1.30(0.61-2.77)
1.00
3.54(1.16-10.75)
3.85(1.33-11.16)

1.00
0.87(0.39-1.96)
1.09(0.25-4.76)
2.61(0.86-7.94)

1.00
0.75(0.31-1.78)
0.84(0.19-3.73)
1.94(0.63-5.99)

Characteristics (51- 65: Mild
Depression)
Foster Care
Yes
No
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Physical abuse only
Sexual abuse only
Both Physical and Sexual abuse
Exposure to Violence
No exposure
Exposure to mild violence
Exposure to severe violence
Exposure to mild and severe violence

Crude Model
OR (95% CI)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

Model 3
OR (95% CI)

0.63(0.40-1.00)
1.00

0.66(0.41-1.06)
1.00

0.73(0.40-1.34)
1.00

0.69(0.37-1.30)
1.00

1.30(0.80-2.10)
0.77(0.48-1.22)
1.00

1.27(0.80-2.03)
0.76(0.48-1.22)
1.00

1.64(0.97-2.79)
0.83(0.50-1.38)
1.00

1.00
0.63(0.46-0.86)

1.00
0.63(0.46-0.88)

1.00
0.62(0.43-0.87)

1.30(0.80-2.10)
1.00
1.59(0.83-3.04)
0.97(0.38-2.50)

1.33(0.81-2.17)
1.00
1.64(.085-3.14)
0.99(0.37-2.63)

1.36(0.85-2.19)
1.00
1.82(0.89-3.75)
0.99(0.38-2.59)

1.00
0.12(0.73-1.71)
1.18(0.38-3.61)
1.45(0.65-3.23)

1.00
1.01(0.66-1.56)
1.00(0.30-3.32)
1.22(0.56-2.67)

1.00
5.40(0.60-48.52)
2.8(0.24-33.37)
15.15(1.66-138.63)

1.00
2.87(1.07-7.69)
2.65(0.25-27.72)
4.48(1.45-13.85)
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Table 2.5 Adjusted* odds ratios (OR) and their 95% confidence intervals (95%CI) associated with
being in foster care and depression among children and adolescents between 7 and 17 years of
age, stratified by age: NSCAW II Wave 2 (2012) **

Foster Care
Yes
No

Foster Care
Yes
No
Foster Care
Yes
No
*

Depression (yes/no)
7 – 9 years
10 - 13 years
14 - 17 years
OR (95% CI)
OR (95% CI)
OR (95% CI)
0.29(0.10-0.81)
0.96(0.26-3.56)
1.00
1.00
1.00
1.00
Depression (Three categories)
51-65: Mild Depression
0.29(0.09-0.97)
1.29(0.29-5.65)
1.00
1.00
1.00
1.00
66+: Moderate to Severe Depression
0.26(0.03-2.00)
1.00

0.20(0.04-1.09)
1.00

1.00
1.00

ORs for association between foster care and depression adjusted for age
CDI total scores

**
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Chapter 3:
Foster Care Placement and Depression among Children and Adolescents
in the Child Welfare System
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This study examined the association between foster care placement type and depression among children
and adolescents aged 7 to 17 years old and whether this association depends on age, sex, and
race/ethnicity. Data from Wave 2 of the National Survey of Child and Adolescent Well-Being (NSCAW II)
was used for the analyses. Logistic and ordinal logistic regression procedures were performed to identify
potential variables that influenced the association between foster care placement type with depression
prevalence and severity.
Foster care placement type was not associated with depression. However, among younger
children between 7 and 9 years of age, those who were not in foster care were more likely to have
depression compared to those in kinship care, group home/residential programs, or other out-of-home
settings. Children and adolescents exposed to violence were more likely to have depression regardless of
symptom severity. This study underscores the need for innovative child welfare policies to address the
specific needs of young children and those who are exposed to violence in the home.

3.1 Introduction
By the age of 18, an estimated 11% of U.S. adolescents experience a depressive disorder.49 This
proportion is much higher, however, among foster care adolescents. For instance, previous research 29, 51
suggests that the prevalence of depression among adolescents in foster care is 2 to 3 times higher than
adolescents in the general population. Among young adults (18 to 21 years old) with a history in the child
welfare system, 27.5% met the clinical diagnostic criteria for major depression (2006-2007) compared to
17% of U.S. adults who participated in the National Comorbidity Survey (1993).

14, 15

By the time

adolescents “age out” of foster care, the prevalence of major depression is more than twice (41.1%) the
prevalence observed among the general population (19.8%)11, 16, 52 Moreover, foster care exposes
children and adolescents to risks associated with multiple medical, developmental, and social problems
such as trauma, neglect, and child abuse, which affect their mental health outcomes in adulthood. 16, 52
Estimates for 2012 suggest that there were 399,546 individuals in the foster care system,13 with the two
most common placement types being foster family homes and group homes or shelters.4, 67
Compared to children and adolescents placed with foster families, individuals placed in group
homes or other foster care settings are more likely to experience emotional and behavioral problems such
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as depression.16, 68 More specifically, an estimated 35% of children in group homes met the criteria for
depression whereas 19% of children in foster homes had symptoms of depression. 25 A study of older
adolescents in the child welfare system in three Midwestern states found that individuals in kinship care
had a 6% prevalence of major depression compared to 12.4% and 14.4% among their counterparts in
non-kin family foster care and in group care, respectively. 33
There is variation in the prevalence of depression among children in foster care according to age,
sex, and race/ethnicity. For instance, Allen and colleagues found that adolescents in foster care aged 10
to 13 or 14 to 16 had higher Children’s Depression Inventory (CDI) scores than children aged 8 to 10. 34
Among children placed in foster care, females were more likely to have depression than males.
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Caucasian youth had almost three times the risk of depression than African American youth.33 Thus, it is
imperative to examine whether these differences are associated with type of foster care setting.
While previous research has emphasized the negative consequences of foster care on
depression in children and adolescents in foster care, 16, 20, 40,69 those studies have not examined the
association of foster care placement type with depression and the severity of depressive symptoms using
a national dataset of children and adolescents in the child welfare system. Thus, this study examines the
association between foster care placement type and depression among children and adolescents aged 7
to 17 and whether this association is modified by age, sex, and race/ethnicity.

3.2 Methods
This study used the National Survey of Child and Adolescent Well-Being II (NSCAW II) dataset. NSCAW
II is conducted by the Research Triangle Institute (RTI) for the Administration on Children, Youth, and
Families (ACYF) and the U.S. Department of Health and Human Services (DHHS). The survey is
currently comprised of two waves of data collected from children, their caregivers, and their
caseworkers—Wave 1: March 2008 – September 2009 and Wave 2: October 2009 – January 2011.
NSCAW II uses a two-part stratified sampling design with U.S. states divided into nine sampling strata:
The top eight strata represent the eight U.S. states with the largest child welfare caseloads, and the ninth
sampling stratum represents the remaining 42 states and the District of Columbia. In the second sampling
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stage, primary sampling units (PSUs) were created within each of the nine strata to represent the
counties or other geographic areas where single child Protective services agencies reside. 57

3.2.1 Outcome Variable
I obtained the outcome of interest, depression, using the Children’s Depression Inventory (CDI) from
NSCAW II at Wave 2. Children and adolescents from 7 through 17 years of age were asked a total of 27
CDI questions. CDI uses a 3-point Likert-type scale with questions pertaining to suicidal thoughts,
feelings of sadness or feeling bad, and difficulties sleeping. Child and adolescent responses to the 27
questions were converted to CDI total scores for depression symptoms using the scoring cut-points
system from the CDI Profile Form.58 The CDI total scores ranged from 34 to 90.
For the purposes of this study, I created a dichotomous depression variable to classify individuals
with a CDI depression symptom score of 50 or less as “not depressed” and with score >=51 as
“depressed.” These specific cutoff points have been used in previous research on depression in children
and adolescents.59, 60 In addition to the dichotomous variable and consistent with previous studies,59, 60 I
also created a variable to measure severity of depression symptoms using the following CDI cut point
scores: 50 or less for “not depressed”; 51 – 65 for “mild depression”; 66+ for “moderate to severe
depression.”

3.2.2 Exposure Variable
In this research, the main exposure of interest is foster care placement type. The NSCAW II survey
classified an individual’s foster care placement type using a derived variable from the NSCAW II caregiver,
caseworker, and child interviews. The available responses to the NSCAW II question on placement type
were the following: in-home: bio parent; in-home: adoptive parent; formal kin care; informal kin care;
foster care; group home/residential program; and other out-of-home (OOH) arrangement. For the
purposes of this study and given the small sample for some of the settings, I collapsed the variables into
the following three categories: foster care (children or adolescents who live in foster care); kinship care,
group home/residential program, or other setting (children and adolescents who live in formal kin care,
informal kin care, group home/residential program, or OOH arrangement); and not in foster care (children
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and adolescents who live at home with a biological [in-home: bio parent] or an adoptive parent or [inhome: adoptive parent]).
The rationale for these categories was based on the small sample size of participants with data
on both placement type and depression. As a result, there were not enough participants in the study
population who resided in the original foster care placement categories. For example, there were too few
children and adolescents in the group home/ residential facility category, so I combined this category with
the kinship care category. Moreover, the individual placement categories for kinship home and for group
homes/residentional programs, and other settings were not large enough to be assessed independently.

3.2.3 Covariates
Similar to previous research, age, sex, race/ethnicity, maltreatment history, and exposure to violence
were included as covariates in this study.34, 61, 62 Age was recorded as a continuous variable and further
categorized based on the distribution of the study population as 7-9, 10-13, and 14-17 years. Children
and adolescents were asked to identify themselves as either male or female. The variable for
race/ethnicity was categorized by NSCAW II using the following categories: white/non-Hispanic,
black/non-Hispanic, Hispanic, and other.
The Violence Exposure Scale for Children was used in NSCAW II to collect exposure of children
and adolescents to violence.70 NSCAW II classified participants according to three levels of violence
exposure: never exposed; exposed to mild violence; or exposed to severe violence. In the current
research, I created a variable with two categories: any exposure to violence (children and adolescents
who were exposed to mild or severe violence as defined by the NSCAW II variable) and no exposure to
violence (individuals who were never exposed to violence). Children and adolescents who were exposed
to mild or severe violence were combined to create one category for any exposure to violence. This
derived category was created to accommodate the individual placement type categories where the
number of children and adolescents with mild or severe violence was too small to identify potential
differences between foster care placement categories.
NSCAW II collected sexual and physical maltreatment history of children and adolescents using
the Parent-Child Conflict Tactics Scale.71 For this research, I created a variable with the following

35

categories: any maltreatment (children and adolescents whose caregivers reported any physical or sexual
assault); and no maltreatment (individuals who were not exposed to physical or sexual assault). Similar to
the exposure to violence category, physical and sexual assault were combined to create one category for
any maltreatment history. With the numerous categories that were derived for placement types in this
study, the number of children and adolescents who were represented in each placement category were
not large enough for individual analysis. Furthermore, one category of maltreatment history was created
to address potential issues of measurement error.
I excluded children and adolescents between 7 and 17 years of age who participated in NSCAW
II at Wave 2 and did not have CDI depression scores (n=239) or lacked information on foster care status
(n=254). From the total sample population of 2,066, these exclusions yielded a final sample of 1,573
children and adolescents.
There were few differences between the excluded and included participants in this study.
Approximately 32.7% of children and adolescents experienced depression compared to 29.7% of
participants who were excluded (p-value <.0001). Children and adolescents who were non-Hispanic white,
without a history of maltreatment, and without exposure to violence were more likely to be excluded from
the analyses (all p-values: < 0.05). Children and adolescents included and excluded in the analysis had
similar distributions for age, sex, and foster care status (p-values > 0.05).

3.2.4 Statistical Analyses
Descriptive statistics were used to examine the study population distribution of the covariates included in
the analyses according to foster care placement type and depression status. Chi-square statistics were
then calculated to assess associations of each covariate with foster care placement type and depression.
Logistic regression analyses included variables significantly associated with the exposure and/or outcome
in the bivariate analyses (p-value < 0.05).
Two analyses were conducted to determine the association between foster care placement type
and depression. In the first analysis, four models were fitted using logistic regression to examine the
strength of the association between foster care placement type and depression. Depression was
categorized as depressed and not depressed. The following models were used in the analyses: a crude
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model assessing the association between foster care placement type and depression; further adjustment
for age, sex, and race/ethnicity (Model 1); additional control for maltreatment history (Model 2); and lastly,
exposure to violence was included in the final model (Model 3).
Multinomial logistic regression analysis was conducted to estimate the strength of the association
between foster care placement type and depression severity, (mild depression, moderate to severe
depression, and none). Four models were also fitted for the multinomial analyses. The final models tested
interaction terms of foster care placement type with a) age, b) sex, and c) race/ethnicity to determine
whether the association between foster care placement type and depression (binary and ordinal) varies
with these characteristics. To avoid multicollinearity, each interaction term was tested separately in the
final models.
SAS Version 9.3 (SAS Institute, Cary, NC) was used for data management while SUDAAN
(Version 11.0.1; RTI, Research Triangle Park, NC) was used to conduct the analyses. To account for the
complex sampling design of NSCAW II, appropriate sample weights and clustering variables were used to
generate national estimates of the child welfare population. The sample sizes in the tables, however,
were un-weighted.

3.3 Results
Table 3.1 describes the study population of children and adolescents from 7 through 17 years of age in
the child welfare system and according to foster care placement type. Participants were mostly 10 to 13
years old (35.3%), female (52.4%), and non-Hispanic white (44.4%). They had a history of maltreatment
(53.1%) and exposure to violence during their lifetime (78.9%). Finally, almost a third (32.7%) of
participants were depressed, and 13.8% were in foster care. Among those in foster care, 11.3% were
placed in kinship care, group home/residential programs, or other types of foster care arrangements.
Compared to individuals who were not in foster care, individuals in foster care were more likely to
be 10 to 13 years old (41.4%) and were less likely to have a maltreatment history (10.6%; all p-values:
<0.05). Individuals in kinship care, group home/residential program, or other foster care settings were
more likely to be 14 to 17 years old (46.8%) and were less likely to report any maltreatment (38.9%; all p-
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values: < 0.05) than individuals not in foster care. There was no association of sex, race/ethnicity,
depression, and exposure to violence with foster care placement type (all p-values: >0.05).
Compared to individuals without depression, individuals with depression were more likely to be 7
to 9 years old (38.2%), female (62.3%), and have exposure to violence (86.3%; all p-values: < 0.05).
Among children and adolescents who were depressed, participants not in foster care were more likely to
be depressed (89.2%) compared to children and adolescents in any type of foster care (10.7%, Table
3.2) . Depression was more common, however, among children in kinship, group home/residential
program, or other arrangement (9.1%) than among those in foster care (1.6%). There was no association
of race/ethnicity, foster care placement type, and maltreatment history (all p-values: >0.05).
Table 3.3 presents the crude and adjusted odds ratios with their 95% confidence intervals (CI) for
the association between foster care placement type and depression (categorized as yes/no). In the
unadjusted analysis, there was no association between foster care placement type and depression. Even
after adjusting for age, sex, race/ethnicity, maltreatment history, and exposure to violence, foster care
placement type was not statistically associated with depression.
In the final model, age, sex, race/ethnicity, and exposure to violence were significantly associated
with depression. Children in the 7 to 9 year age group had an 87% (95% CI: 1.17-2.99) increased odds of
depression as compared to adolescents in the 14 to 17 age group. Males had a 51% (OR: 0.49, 95% CI:
0.36-0.68) decreased odds of depression compared to females. Hispanics had a 96% increased odds of
depression (95% CI: 1.01-3.81) as compared to non-Hispanic whites. Compared to children and
adolescents who were not exposed to violence, children and adolescents exposed to violence were more
than 4 times (95% CI: 1.54 – 11.20) as likely to have depression.
Foster care placement type was not associated with depression severity in the unadjusted model
(Table 3.4). After adjusting for age, sex, race/ethnicity, maltreatment history, and exposure to violence,
this association remained non-significant. As with depression categorized as yes/no, sex and exposure to
violence were associated with depression regardless of severity. Compared to females, males had a 40%
(OR: 0.60, 95% CI: 0.44-0.83) decreased odds of mild depression compared to females and an 82% (OR:
0.18, 95% CI: 0.08-0.41) decreased odds of moderate to severe depression. Children and adolescents
exposed to violence were more than 3.5 times (95% CI: 1.27-10.00) as likely to have mild depression and
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10.08 times (95% CI: 1.14-89.06) more likely to have moderate to severe depression compared to
individuals who were not exposed to violence. Race/ethnicity was associated with moderate to severe
depression only in the fully adjusted model. Hispanics were more than 3.12 times (95% CI: 1.09-8.93) as
likely to have moderate to severe depression compared to non-Hispanic whites.
The association between foster care and depression was modified by age when depression was
considered as a dichotomous variable (p-value: 0.03; Table 3.5). Among children 7 to 9 years old,
children and adolescents in kinship care, group home/residential program, or other settings, had a 71%
(OR: 0.29, 95% CI: 0.10-0.85) decreased odds of depression compared to children and adolescents who
were not in foster care.
There was no evidence of interaction between sex and foster care, regardless of the definition
used (p-values: >=0.80). The interaction terms for foster care and age and for foster care and
race/ethnicity were not significant in the model using either categorization of depression (pvalues: >=0.20).

3.4 Discussion
Overall, in children and adolescents 7 to 17 years of age in the child welfare system, foster care
placement type was not associated with depression regardless of the definition used before or after
adjusting for age, sex, race/ethnicity, maltreatment history, and exposure to violence. However,
heterogeneity by age was observed for the association between foster care placement type and
depression with children aged 7 and 9 years in kinship care, group home/residential program, or other
setting having a decreased odds of depression for compared to those who were not in foster care.
Previous studies provide mixed evidence regarding the association between foster care
placement type and depression.29, 33, 34, 72 For example, Allen and colleagues found no association
between foster care placement type and depression among children entering foster care and children
who were not in foster care after adjusting for age and ethnicity. 34 In contrast, and to the best of my
knowledge, a 2010 study of older adolescents in the child welfare system is the only study that found a
positive association (p-value: <0.05) between foster care placement type and depression.33 Keller and
colleagues’ study suggested that older adolescents in kinship foster care were less likely to have major
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depression compared to older adolescents in other foster care settings after adjusting for state of
residence.33
Inconsistencies between the findings from Keller and colleagues’ study33 and this study can be
attributed to differences in study methodologies. For example, this study used the NSCAW II sample of
children and adolescents in the U.S. child welfare system whereas Keller and colleagues used data from
only three states (n=1,583 vs. n=732). Another difference in the study methodologies is the categorization
of foster care placement types. For instance, unlike this study, Keller and colleagues included an
additional category for individuals who resided in independent living settings. Lastly, this study used CDI
total scores to collect depression symptom data, but Keller and colleagues used scores obtained from the
Comprehensive International Diagnostic Interview. The Comprehensive International Diagnostic
Interview is a diagnostic interview that not only evaluates the presence of depressive symptoms but also
includes questions pertaining to substance abuse disorders related to alcohol, tobacco, and illicit drug
use.73 The latter may have overestimated the prevalence of depression in Keller and colleagues’ study.
Moreover, these differences may explain why Keller and colleagues found an association between foster
care placement type and depression and the current study did not.
This study also found that age modified the association between foster care placement type and
depression. More specifically, this association is protective among children aged 7 to 9 years of age. In
contrast to this study’s findings, previous research34, 64 suggests that younger children in foster care have
higher CDI scores than older children in foster care. For example, in a study of self-reported depressive
symptoms in school-age children, individuals 8 to 10 years of age had higher CDI scores than 11 to 13
year olds.34
In the current study, age was associated with depression such that children aged 7 to 9 years of
age had a decreased odds of depression compared to children in this age group who were not in foster
care. One possible explanation for the higher prevalence of depression among children 7 – 9 years of age
may be early detachments from family and significant others earlier in life. 65 Detachment that occurs at
such a young age may lead to challenges in psychosocial functioning, emotional disturbance and trauma,
and psychological distress for individuals in child welfare.65 Moreover, older adolescents in the child
welfare system may be more psychologically developed than younger children , which may result in
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additional challenges in coping with losing relationships with significant others in the biological home
environment.65
One of the strengths of this study is the use of the NSCAW II dataset of children and adolescents
in the child welfare system. To my knowledge, NSCAW II is the only national dataset that includes
depression and foster care data from children, caregivers, and caseworkers regardless of foster care
status. Whereas other studies have focused either on younger children64 or older adolescents40, 74, 75 in
foster care, this study presents a more comprehensive view of the child welfare system by including data
from individuals 7 to 17 years of age.
The use of two categorizations of depression was also a strength of the current study. I not only
evaluated depression prevalence of study participants but also the severity of their depression. By using a
yes/no categorization and an ordinal definition to capture severity of depression, I was able to determine
the extent to which foster care influenced depression among children and adolescents in care. Similarly,
the two categories allowed me to identify the characteristics of children with the most severe symptoms
compared to those with no symptoms of depression or with mild symptoms.
There are several limitations that should be considered when interpreting this study’s findings.
One limitation is the use of cross-sectional data. The current study used data from only Wave 2 of
NSCAW II. This study design prevents me from determining a temporal relationship between placement
type and depression. I cannot conclude whether placement preceded depression symptoms, or if the
child or adolescent developed symptoms after being placed in care.
The NSCAW II dataset provides a wealth of information on children and adolescents in the child
welfare system, but this study’s analyses were limited by the small sample size of participants with data
on placement type and depression. . As a result, the categorization of placement types may have created
mesaurement error in this study. Children and adolescents in kinship care were grouped in the same
category as children and adolescents in group homes, residential facilities, and other out of home
placement types. Those in group homes experience more behavioral, emotional problems, and more
depression than those placed in foster homes.16 Moreover, children and adolescents in these two
settings are different and should have been assessed separately.
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After comparing excluded and included study particpants, approximately 32.7% of children and
adolescents in this study had depression compared to 29.7% of children and adolescents who were
excluded. Thus, the results of this study may overestimate the true strength of the association between
foster care placement type and depression because participants who were included in this study had a
higher prevalence of depression compared to participants excluded from the total NSCAW II population.
Another limitation of this research is the sensitive nature of the data. Children and adolescents
may not have been comfortable disclosing information related to sensitive topics such as depression
status, exposure to violence, or maltreatment history. In addition, the use of self-reported data on
depressive symptoms and severity threatens the validity of this study’s results because participants’
depression symptoms were not verified by a mental health professional.
Foster care placement type was not associated with depression among children and adolescents
7 to 17 years of age. However, among children between 7 and 9 years of age, children in in kinship care,
group home/residential program, or other foster care settings had a decreased odds of depression
compared to children who were not in foster care. This reinforces the influence of the macrosystem layer
of the modified Bronfenbrenner’s model on the study outcome, depression. Moreover, this study found
that children between 7 and 9 years of age were more likely to experience moderate to severe symptoms
of depression. To address the more severe depression symptoms that exist among younger children,
mental health professionals should engage guardians of these children to promote a more familycentered approach to mental health.4 Involvement of guardians may help to identify concerns or problems
specific to this age group that contribute to moderate to severe depression. 76
Race/ethnicity in the macrosystem layer also influenced the probability of having depression
among children and adolescents in this study. Hispanics were more likely to experience moderate to
severe depression symptoms compared to non-Hispanic whites. Previous research acknowledges that
differences in mental health outcomes in the child welfare system is influenced by the racial/ethnic
diversity of the children and adolescents in the child welfare system.18,77 One way to address these
racial/ethnic differences and the increasing prevalence of depression among Hispanics in this study, is for
child welfare professionals to ensure that mental health programs and materials are available in Spanish
and take into account cultural beliefs and practices in the Hispanic community. 35, 66 In addition, child
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welfare professionals should focus on becoming more culturally sensitive and understanding of the
Hispanic culture.35 This approach can effectively identify issues affecting Hispanic children that result in
more severe symptoms of depression compared to their white counterparts.18, 78
This study also found that children and adolescents exposed to violence were more likely to
experience moderate to severe depression. It is imperative that child welfare personnel understand the
impact of violence in the home among children and adolescents in the child welfare system78, and
address the fact that violence acts as a risk factor for depressive symptoms in this population.66 For
children and adolescents who experience violence in their home, child welfare protocols related to family
therapy should be established to minimize the negative influence of exposure to violence on depression.
One example of a therapeutic protocol is the physical abuse-informed family therapy model.65 This model
seeks to a) reduce violence in the home and improve family structures that include abused children and
abusive guardians; and b) alleviate the negative effects of violence on children and adolescents in care. 65
In the current study, children and adolescents who were exposed to violence may benefit from the
physical abuse-informed family therapy because it focuses on preventing or reducing violence in the
home, and reducing their severe symptoms of depression.

78

Furthermore, without involvement from

caregivers, risks such as exposure to violence that are detrimental to the overall well-being of individuals
in the child welfare system will remain unresolved.
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Table 3.1 Distribution of selected characteristics for children and adolescents 7 to 17 years of age
in the total population and according to foster care placement type NSCAW II Wave 2 (2012) *
Characteristics

Foster care placement
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Unable to Derive
Depression (CDI Score)
Yes (>=51)
No (50 or less)
Depression (CDI score)
50 or less (Normal)
51-65 (Mild Depression)
66+ (Moderate to Severe
Depression)
Maltreatment
No maltreatment
Any maltreatment
Maltreatment Unknown
Exposure to Violence
No exposure to violence
Any exposure to violence
Exposure to violence unknown

Total
N =1573
% (SE)

Foster Care
N=141
% (SE)

Not in
Foster Care
N =1170
% (SE)

2.5(0.4)

Kinship
Care, Group
Home/Res
Program, or
Other
Setting
N=262
% (SE)
11.3(1.5)

31.8(1.9)
35.3(2.3)
32.9(1.9)

24.4(7.2)
41.4(8.3)
34.1(6.2)

21.7(3.6)
31.5(4.8)
46.8(4.8)

33.4(2.2)
35.6(2.7)
31.0(2.2)

0.04

52.4(2.2)
47.0(5.8)

48.9(7.8)
51.1(7.8)

53.0(5.8)
47.0(5.8)

52.4(2.4)
47.6(2.4)

0.91

25.8(4.8)
44.4(4.0)
14.4(1.9)
6.7(1.5)
13.8(2.2)

28.9(9.5)
37.6(9.4)
14.0(3.8)
4.3(1.9)
15.3(6.8)

25.8(4.8)
47.0(6.4)
12.4(3.5)
7.2(2.4)
7.6(2.5)

20.0(2.9)
44.2(4.2)
14.7(2.1)
6.7(1.6)
14.5(2.5)

0.73

32.7(2.2)
67.3(2.2)

20.9(6.0)
79.1(6.0)

26.5(4.5)
73.5(4.5)

33.9(2.3)
66.1(2.3)

0.07

67.3(2.2)
25.7(2.1)
7.0(1.0)

79.1(6.0)
17.7(5.9)
3.2(1.5)

73.5(4.5)
19.5(4.4)
7.0(2.4)

66.1(2.3)
26.8(2.3)
7.1(1.1)

40.2(2.6)
53.1(2.6)
6.7(0.7)

14.8(5.8)
10.6(6.3)
74.7(7.5)

25.4(5.2)
38.9(5.5)
35.7(4.7)

42.9(2.9)
56.2(2.9)
1.0(0.3)

<0.001

9.3(1.3)
78.9(1.7)
11.8(1.6)

5.1(2.3)
80.4(7.4)
14.6(7.3)

6.6(3.5)
81.7(5.2)
11.7(5.1)

9.8(1.4)
78.5(2.0)
11.7(1.9)

0.50

*This sample is unweighted but % and SE are weighted.
**P-values for chi-square of independence

44

P- value**

86.2(1.6)

0.19

Table 3.2 Distribution of depression in children and adolescents 7 to 17 years of age who
participated in NSCAW II Wave 2 (2012)*

Characteristics

Depression status prevalence
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Unable to Derive
Foster Care Placement Type
Foster Care
Kinship, Group Home/Res Program,
Or Other
Not in Foster Care
Maltreatment
No maltreatment
Any maltreatment
Maltreatment Unknown
Exposure to Violence
No exposure to violence
Any exposure to violence
Exposure to violence unknown

Total
N =1573
% (SE)

Depressed
(CDI >=51)
N = 465
% (SE)
32.7(2.2)

Not Depressed
(CDI 50 or less)
N= 1108
% (SE)
67.3(2.2)

31.8(1.9)
35.3(2.3)
32.9(1.9)

38.2(3.3)
28.7(2.2)
33.5(3.3)

28.7(2.2)
28.3(3.0)
32.6(2.3)

52.4(2.2)
47.6(2.2)

62.3(3.1)
37.7(3.1)

47.6(2.8)
52.4(2.8)

20.8(2.8)
44.4(4.0)
14.4(1.9)
6.7(1.5)
6.7(1.5)

20.9(3.8)
38.1(4.9)
16.7(3.2)
7.2(2.2)
7.2(2.2)

20.8(2.8)
47.4(4.1)
13.2(2.4)
6.4(1.6)
6.4(1.6)

2.5(0.4)
11.3(1.5)

1.6(0.5)
9.1(1.9)

3.0(0.6)
12.3(1.7)

86.2(1.6)

89.2(1.9)

84.7(1.8)

40.2(2.6)
53.1(2.6)
6.7(0.7)

38.4(3.4)
55.4(3.6)
6.2(1.2)

41.1(3.2)
51.9(3.3)
7.0(1.0)

0.72

9.3(1.3)
78.9(1.7)
11.8(1.6)

3.6(1.3)
86.3(2.5)
10.1(2.3)

12.0(2.1)
75.3(2.5)
12.7(2.1)

0.02

*This sample is unweighted but % and SE are weighted.
**P-values for chi-square of independence
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P-value**

0.008

<0.001

0.19

0.07

Table 3.3 Unadjusted and adjusted odds ratios (OR) and their 95% confidence intervals (95%CI)
associated with foster care placement type and depression among children and adolescents 7 to
17 years of age: NSCAW II Wave 2 (2012) *
Characteristics
Foster Care Placement Type
Foster Care
Kinship, Group Home/Res Program,
or Other
Not in Foster Care
Age, y
7–9
10 -13
14 -17
Gender
Male
Female
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Any maltreatment
Exposure to Violence
No exposure to violence
Any exposure to violence
*

Crude Model
OR (95% CI)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

Model 3
OR (95% CI)

0.52(0.24-1.14)
0.70(0.45-1.09)

0.54(0.24-1.20)
0.74(0.46-1.19)

0.45(0.18-1.09)
0.67(0.36-1.25)

0.45(0.17-1.15)
0.67(0.37-1.22)

1.00

1.00

1.00

1.00

1.47(0.94-1.19)
0.71(0.48-1.06)
1.00

1.46(0.94-2.26)
0.71(0.48-1.06)
1.00

1.87(1.17-2.99)
0.76(0.50-1.15)
1.00

0.51(0.37-0.70)
1.00

0.51(0.37-0.71)
1.00

0.49(0.36-0.68)
1.00

1.28(0.85-1.94)
1.00
1.75(0.95-3.25)
1.38(0.68-2.81)

1.29(0.85-1.95)
1.00
1.77(0.94-3.33)
1.39(0.69-2.81)

1.28(0.86-1.91)
1.00
1.96(1.01-3.81)
1.31(0.66-2.60)

1.00
1.11(0.77-1.61)

1.00
1.03(0.70-1.52)
1.00
4.15(1.54-11.20)

CDI total scores
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Table 3.4 Unadjusted and adjusted odds ratios (OR) and their 95% confidence intervals (95%CI)
associated with foster care placement type and depression symptom severity among children and
adolescents 7 to 17 years of age: NSCAW II Wave 2 (2012)*
Characteristics (51- 65: Mild
Depression)
Foster Care Placement Type
Foster Care
Kinship, Group Home, Treatment
Facility, or Other
Not in Foster Care
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Any maltreatment
Exposure to Violence
No exposure to violence
Any exposure to violence
Characteristics (66+: Moderate to
Severe Depression)
Foster Care
Kinship, Group Home, Treatment
Facility, or Other
Not in Foster Care
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Any maltreatment
Exposure to Violence
No exposure to violence
Any exposure to violence

Crude Model
OR (95% CI)

Model 1
OR (95% CI)

Model 2
OR (95% CI)

Model 3
OR (95% CI)

0.55(0.23-1.32)
0.65(0.38-1.12)

0.56(0.23-1.33)
0.68(0.38-1.22)

0.67(0.25-1.82)
0.74(0.38-1.42)

0.68(0.24-1.93)
0.74(0.38-1.41)

1.00

1.00

1.00

1.00

1.30(0.80-2.10)
0.77(0.48-1.23)
1.00

1.26(0.79-2.02)
0.76(0.48-1.22)
1.00

1.63(0.96-2.77)
0.80(0.49-1.31)
1.00

1.00
0.63(0.46-0.86)

1.00
0.63(0.46-0.86)

1.00
0.60(0.44-0.83)

1.30(0.80-2.10)
1.00
1.59(0.84-3.04)
0.97(0.38-2.50)

1.32(0.81-2.13)
1.00
1.62(0.84-3.13)
0.98(0.38-2.51)

1.31(0.83-2.08)
1.00
1.78(0.90-3.54)
0.92(0.37-2.31)

1.15(0.77-1.71)
1.00

1.07(0.71-1.61)
1.00
1.00
3.57(1.27-10.00)

0.38(0.13-1.13)
0.90(0.40-2.01)

0.46(0.15-1.39)
1.00(0.43-2.30)

0.12(0.02-0.68)
0.43(0.08-2.26)

0.11(0.02-0.63)
0.41(0.09-2.01)

1.00

1.00

1.00

1.00

2.57(1.04-6.32)
0.47(0.22-1.00)
1.00

2.75(1.15-6.59)
0.51(0.24-1.08)
1.00

3.42(1.36-8.58)
0.57(0.27-1.20)
1.00

1.00
0.19(0.09-0.43)

1.00
0.19(0.08-0.44)

1.00
0.18(0.08-0.41)

1.21(0.55-2.69)
1.00
2.73(1.00-7.43)
3.45(1.17-10.15)

1.20(0.54-2.66)
1.00
2.76(1.00-7.60)
3.45(1.18-10.07)

1.16(0.52-2.58)
1.00
3.12(1.09-8.93)
3.23(1.10-9.49)

1.00
1.01(0.49-2.10)

1.00
0.93(0.43-2.00)
1.00
10.08(1.14-89.06)
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Table 3.5 Adjusted* odds ratios (OR) and their 95% confidence intervals (95%CI) associated with
foster care placement type and depression among children and adolescents between 7 and 17
years of age, stratified by age: NSCAW II Wave 2 (2012)**

Foster Care Placement Type
Foster Care
Kinship, Group Home, Treatment Facility, or
Other
Not in Foster Care

Depression (yes/no)
7 – 9 years
10 - 13 years
OR (95% CI)
OR (95% CI)
0.25(0.06-1.05)
1.44(0.25-8.25)
0.29(0.10-0.85)
0.90(0.22-3.72)

14 - 17 years
OR (95% CI)
1.00
1.00

1.00

1.00

1.00

*ORs for association between foster care and depression adjusted for age
**CDI total scores
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Chapter 4:
Mental Health Service Utilization among Children and Adolescents
in the Child Welfare System
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This study examined the association between foster care and mental health service utilization among
children and adolescents in the child welfare system, and determined whether the association is modified
by age, sex, race/ethnicity. Study participants were children and adolescents between the ages of 7 and
17 at Wave 2 of the National Survey of Child and Adolescent Well-Being (NSCAW II). Logistic regression
analysis was used to evaluate the strength of the association between foster care and mental health
service utilization.
The study found an association between foster care and mental health service utilization.
Children and adolescents in foster care were more likely to utilize mental health services compared to
their counterparts who were not in foster care. The association between foster care and mental health
service use was not modified by age, sex, or race/ethnicity. Child welfare policies should establish a more
inclusive approach to providing access to mental health services to children and adolescents who are not
in foster care but who receive services from the child welfare system. This will ensure that the mental
health needs of all children and adolescents are a priority regardless of foster care status.

4.1 Introduction
Children and adolescents in foster care enter the welfare system with an increased risk of mental health
conditions compared to their counterparts in the general population. 46,63, 79, 80 Negative experiences that
occur in a child’s biological home combined with traumatic experiences during foster care can exacerbate
the mental health conditions of children and adolescents. 13, 45 In addition, stress related to separation from
the biological family, relationships with peers, and multiple foster care placements can contribute to poor
mental health outcomes.6, 7 Foster care placement exposes children to maladaptive outcomes associated
with multiple medical, developmental, emotional, and social problems such as trauma, neglect, and child
abuse.81 Those problems are less likely to be experienced by children and adolescents not in foster
care.12, 13,82 Thus, the impact of these factors influences the need for mental health service utilization
among children and adolescents in foster care. 83
The child welfare system acts as a gateway to mental health services for individuals in foster
care.43,84 Children and adolescents entering the welfare system with mental health problems are
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screened, monitored, and referred to mental health services by staff in the system. 15,85,86 Research,
however, suggests conflicting results regarding their mental health service utilization. For example, a
study of 19 year old youths in the Missouri foster care system found that 91% of youth with a psychiatric
disorder received mental health services, and 81% had received services in the previous year. 87 In
contrast, a national study of children and adolescents in the welfare system found that approximately 60%
of children who participated in the National Survey of Child and Adolescent Well-Being and needed
mental health care did not receive psychotropic medication or specialty mental health services. 88 Earlier
studies, in contrast, suggested that the prevalence of mental health service utilization did not differ by
sex.

11, 26, 45

On the contrary, the prevalence of mental health service utilization among children and

adolescents in foster care differs by age and race/ethnicity. For example, dos Reis and colleagues
revealed that children 6 to 14 years of age were more likely to utilize mental health services than their
counterparts 15 to 19 years old.26 Asian, American Indian, Hispanic, African American, and multiracial
youths in foster care were less likely to have ever received inpatient and outpatient therapies for mental
health services compared to white youth.29 Similarly, a 2001 study of foster care youths showed that
African Americans were less likely to use mental health services than white youths in foster care.26 For
these reasons, this study assesses whether differences in age and race/ethnicity are associated with
foster care and mental health service utilization.
Although existing research demonstrates the association between mental health service
utilization and foster care,44, 46, 89 few studies have used a national sample of children and adolescents to
compare the association of those in foster care to those not in foster care but receiving services from the
child welfare system.42, 43 This study examines the association between foster care and mental health
service utilization among children and adolescents under the age of 18 and whether this association is
modified by age and/or race/ethnicity.

4.2 Methods
Data from the National Survey of Child and Adolescent Well-Being II (NSCAW II) were used for this
study.90 NSCAW II is conducted by the Research Triangle Institute (RTI) for the Administration on
Children, Youth, and Families and the U.S. Department of Health and Human Services (DHHS). NSCAW
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II uses a two-part stratified sampling design with U.S. states divided into nine sampling strata: Each of the
eight U.S. states with the largest child welfare caseloads represent eight separate strata, and the ninth
represents the remaining 42 states and the District of Columbia. Primary sampling units (PSUs) were
created in the second sampling stage within each of the nine strata to represent the counties or other
geographic areas where single child protective services agencies are located.57

4.2.1 Outcome Variable
The outcome of interest, mental health service utilization, was derived from three separate questions from
the caseworker and child instrument used in NSCAW II. First, caseworkers who referred children or
adolescents for counseling for an emotional, behavioral, or attention problem in the last 12 months were
asked: “What was the result of the referral?” The available responses to this question were: “Child
received the service” or “Child did not receive the service.” The second and third questions asked children
and adolescents: “In the past 6 months, did you go to the hospital emergency room because you felt
depressed or blue?” and “In the past 6 months, did you get any kind of counseling from a school
counselor, doctor, or therapist to help you deal with feeling depressed or blue?” The responses to these
questions were “Yes” or “No.” If any of these question had a response of “Yes,” the child or adolescent
was classified as utilizing mental health services. If a caseworker, child, or adolescent responded “No” to
all three questions, the child or adolescent was classified as not utilizing any mental health services.

4.2.2 Exposure Variable
The main exposure of interest in this study is foster care status. NSCAW II classified an individual’s
foster care status using a derived variable describing the child’s foster care placement setting. This
variable was obtained from the caregiver, caseworker, and child interviews. The question asked: “Is child
living in out-of-home care (e.g. foster home, etc.)?” NSCAW II categorized out-of-home settings as the
following: formal kin care; informal kin care; foster care; group home/residential program; or other out-ofhome (OOH) arrangement. In-home care included the following placement types: (children and
adolescents who live at home with a biological (in-home: bio parent) or an adoptive parent or (in-home:
adoptive parent)). In this study, children and adolescents whose interviewers responded “Yes” to living in
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out-of-home care were considered living in foster care, and those whose interviewers responded “No” to
living in out-of-home care were considered not to be living in foster care.

4.2.3 Covariates
The covariates included in this study: age, sex, race/ethnicity, maltreatment history, and exposure to
violence were also included in previous studies. 41, 86 Age was recorded as a continuous variable and
further classified based on the distribution of the study population 7–9, 10-13, and 14-17 years. Children
and adolescents were asked to identify themselves as either male or female. NSCAW II specified
race/ethnicity using the following categories: white/non-Hispanic, black/non-Hispanic, Hispanic, and
Other.
Study participants’ exposure to violence was collected by using the Violence Exposure Scale for
Children in NSCAW II.70 Children and adolescents were classified based on the following levels of
violence exposure: never exposed; exposed to mild violence; or exposed to severe violence. In the
current research, I created a variable with the following categories: Any exposure to violence (children
and adolescents classified as being exposed to mild or severe violence) and no exposure to violence
(individuals classified as never having been exposed to violence). Mild and severe violence categories
were combined in this study because children and adolescents who reported exposure to mild also
reported exposure to severe violence.
NSCAW II used the Parent-Child Conflict Tactics Scales to collect the sexual and physical
maltreatment history of children and adolescents. 71 For the current study, I created a variable with the
following categories: any maltreatment (children and adolescents whose caregivers reported any physical
or sexual assault); and no maltreatment (individuals who were not exposed to physical or sexual assault).
Of the 2,066 children and adolescents 7 - 17 years of age who participated in NSCAW II at Wave
2 and who were asked the mental health service utilization questions, I excluded children and
adolescents who did not have information on mental health service utilization or foster care status
(n=254). These exclusions yielded an analytical sample of 1,812 children and adolescents.
Compared to participants included in the analyses, excluded participants were more likely to
utilize mental health services (25.9% versus 25.1%), be between 7 and 9 years of age (74.9% versus
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33.5%), be male (57.0% versus 48.7%), be non-Hispanic White (63.6% versus 51.5%), and have a
maltreatment history (83.5% versus 51.4%; all p-values < .001). Included and excluded participants had
similar distribution of exposure to violence (73.4% versus 70.1%; p-value > 0.05).

4.2.4 Statistical Analyses
Descriptive statistics were used to calculate the summary measures for the covariates included in the
analyses for the study population as well as according to foster care status and mental health service
utilization. Chi-square statistics were used to assess associations of each covariate with foster care status
and mental health service utilization. Logistic regression analyses included all variables significantly
associated with the exposure or outcome in the bivariate analyses (p-value < 0.05).
Logistic regression analyses were performed to examine the strength of the association between
foster care and mental health service utilization. For this analysis, four models were fitted: a crude model
assessing the association between foster care status and mental health service utilization; another model
further adjusting for age and race/ethnicity (Model 1); an additional model controlling for maltreatment
history (Model 2); and lastly, exposure to violence was included in the final model (Model 3). Finally,
interaction terms of foster care status with age and race/ethnicity were tested in the final model to
determine whether the association between foster care status and mental health service utilization varied
with these characteristics. To avoid issues of multicollinearity, each interaction term was tested separately
in the final model.
SAS Version 9.3 (SAS Institute, Cary, NC) was used for data management while SUDAAN
(Version 11.0.1; RTI, Research Triangle Park, NC) was used to conduct the analyses. To account for the
complex sampling design of NSCAW II, appropriate sample weights and clustering variables were
considered during the analyses. The sample sizes in the tables, however, were un-weighted.

4.3 Results
Table 4.1 describes the study population of children and adolescents 7 to 17 years of age in the welfare
system and according to foster care status. In the study population, 13.9% of children and adolescents
were in foster care, and 34.5% were between 10 and 13 years of age. More than half (51.5%) of
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participants were non-Hispanic white. Almost three-fourths (74.9%) of children and adolescents did not
utilize mental health services and over half (51.4%) had a history of maltreatment. Compared to children
and adolescents who were not in foster care, children and adolescents in foster care were more likely to
be 14 to 17 years of age (43.5% vs. 30.2%) and more likely to utilize mental health services (46.7% vs.
21.6%; all p-values: < 0.05) .
Compared to children and adolescents who did not utilize mental health services, those who
utilized mental health services were more likely to be between 14 to 17 years of age (48.2% vs 26.7%),
non-Hispanic white (44.2% vs 40.7%), in foster care (25.9% vs 9.9%), less likely to have a maltreatment
history (47% vs 52.8%), and more likely to have exposure to violence (87.3% vs 68.8%;all p-values
<.05, Table 4.2).
Table 4.3 presents the crude and adjusted odds ratios (OR) with their 95% confidence intervals
(CI) for the association between foster care and mental health service utilization. In the unadjusted
analysis, children and adolescents in foster care were more than 3 times (95% CI: 2.05-4.92) as likely to
utilize mental health services compared to children and adolescents who were not in foster care. When
age, sex, and race/ethnicity were included in the model, children and adolescents were 3 times as likely
(95% CI: 1.81-4.94) as likely to utilize mental health services compared to their counterparts not in foster
care. In the model adjusting for age, sex, race/ethnicity, maltreatment history, and exposure to violence,
the association between foster care and mental health service utilization remained significant, but the
strength of the association was attenuated (OR:1.79; 95% CI:1.10-2.92).
In the final model, age and exposure to violence were significantly associated with mental health
service utilization. Children 7 to 9 years of age had an 81% (OR: 0.29 95% CI: 0.18-0.45) decreased odds
of mental health service utilization compared to adolescents 14 to 17 years of age. Finally, compared to
children and adolescents who were not exposed to violence, children and adolescents exposed to
violence were more than three times as likely (OR: 3.30, 95% CI: 1.42-7.67) as likely to utilize mental
health services.
There was no evidence of interaction of foster care with age (p-values >=0.10) or foster care with
race/ethnicity (p-values: > =0.11).
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4.4 Discussion
Among children and adolescents 7 to 17 years of age in the child welfare system, foster care status was
statistically associated with mental health service utilization. Children in foster care were almost twice as
likely to utilize mental health services compared to individuals not in foster care after adjusting for age,
sex, race/ethnicity, maltreatment history, and exposure to violence.
The findings from this study are consistent with previous research suggesting that children in
foster care are more likely to utilize mental health services compared to children who are not in foster
care.83,45 For example, Farmer and colleagues found that children in foster care were more than five times
as likely to receive mental health services compared to a group of children living in poverty but not in
foster care.83 In another study comparing youths in foster care to other young people receiving Medicaid,
individuals in foster care (62%) were more likely to utilize mental health services than youths receiving
Supplemental Security Income (29%).26
One major strength of our study is the use of the National Survey of Child and Adolescent WellBeing (NSCAW II) dataset of children and adolescents in the child welfare system. This dataset includes
characteristics of children and adolescents such as foster care status, maltreatment history, exposure to
violence, and mental health service utilization. Previous studies include one or more of these variables,
but not all of these variables.44, 47, 83, 91 Moreover, the current study provides an examination of overall
utilization among children and adolescents 7 to 17 years of age in the child welfare system regardless of
foster care status.
There are several limitations of this study that should be noted. One limitation is the use of crosssectional data. This study only used Wave 2 of NSCAW II. Another limitation of this study is the use of
self-reported data on mental health service utilization. Using self-reported data threatens the validity of
the child and adolescent reports because I was unable to verify that they actually received the services
they reported during their interviews. Thus, I would expect that mental health service utilization could
have been over or underreported in this population, and thus, unlikely to affect these study results.
The sensitive nature of the data is another limitation. Mental health service utilization may be a
sensitive issue for this population. This may have resulted in missing values in the dataset if children,
adolescents, and caregivers did not feel comfortable disclosing this information during the survey. I would
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expect that missing values for mental health utilization may have affected study findings by preventing the
analysis of the entire population of children and adolescents in the child welfare system.
In this study, foster care was associated with mental health service utilization. Children and
adolescents 7 to 17 years of age in foster care were more likely to utilize mental health services
compared to children and adolescents not in foster care. Within the modified Bronfenbrenner ecological
model, this finding suggests that the microsystem layer directly influences mental health service use
among children and adolescents in the child welfare system. More specifically, being in foster care
positively reinforces the use of mental health services when compared to not being in foster care.
However, the mesosystem and the macrosystem layers also seem to affect mental health service use
among children and adolescents in the child welfare system. Age may interact with foster care to
influence mental health utilization such that adolescents were more likely to utilize mental health services
as compared to younger children. In addition, exposure to violence was associated with higher mental
health service utilization in the study population.
This study’s findings suggest that the foster care system provides mental health resources to
children and adolescents who are removed from the biological home and placed into foster care. 84 The
availability and utilization of these services, however, should be enhanced to ensure that children and
adolescents who remain in the biological home are also able to utilize the same services.92 More
specifically, trauma focused cognitive behavioral therapy can alleviate posttraumatic stress, emotional
and behavioral problems in children and adolescents whose biological parents may face obstacles in
providing a stable, safe home environment.65 Although the circumstances in these biological homes may
not be detrimental enough to warrant removal from their home and placed into foster care, but these
families should not be forgotten.93 As such, the child welfare system has a responsibility to ensure that
mental health services such as family therapy should be more accessible to biological families whose
children and adolescents still reside at home.
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Table 4.1 Distribution of selected characteristics for children and adolescents 7 to 17
years of age in the total population and according to foster care status: NSCAW II
Wave 2 (2012)*

Characteristics

Foster care status
Age, y
7–9
10 -13
14 -17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Unable to Derive
Mental Health Service Utilization
Any service
No service
Maltreatment
No maltreatment
Any maltreatment
Maltreatment Unknown
Exposure to Violence
No exposure to violence
Any exposure to violence
Exposure to violence unknown

13.9 (1.4)

Not in
Foster Care
N=1,316
% (SE)
86.1 (1.4)

33.5 (1.8)
34.5 (2.1)
32.1 (1.6)

23.1 (3.1)
33.4 (3.9)
43.5 (3.8)

35.1 (2.1)
34.7 (2.4)
30.2 (2.0)

0.007

51.3 (2.2)
48.7 (2.2)

50.0 (4.7)
50.0 (4.7)

51.6 (2.4)
48.4 (2.4)

0.77

23.9 (3.2)
51.5 (3.9)
16.7 (2.4)
7.9 (1.6)
19.3 (2.3)

29.2 (4.8)
49.8 (5.8)
13.9 (3.1)
7.1 (2.1)
14.9 (2.7)

23.0 (3.2)
51.8 (4.1)
17.2 (2.6)
8.0 (1.8)
20.1 (2.6)

0.46

25.1 (2.0)
74.9 (2.0)

46.7 (5.0)
53.3 (5.0)

21.6 (2.0)
78.4 (2.0)

<.0001

40.0 (2.3)
51.4 (2.4)
8.6 (0.8)

22.2 (3.9)
31.8 (4.4)
46.1 (4.2)

42.9 (2.6)
54.5 (2.6)
2.6 (0.5)

<.0001

9.4 (13)
73.4 (1.8)
17.2 (1.8)

5.8 (2.8)
74.3 (3.8)
19.9 (3.9)

10.0 (1.4)
73.3 (2.1)
16.7 (2.0)

0.35

Total
N =1812
% (SE)

Foster Care
N =496
% (SE)

*This sample is unweighted but % and SE are weighted.
**P-values for chi-square of independence

58

P- value**

Table 4.2 Distribution of mental health utilization in children and adolescents 7 to 17 years
of age who participated in NSCAW II Wave 2 (2012)*

Characteristics

Mental Health Service Utilization prevalence
Age, y
7–9
10-13
14-17
Gender
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Unable to Derive
Foster Care
Yes
No
Maltreatment
No maltreatment
Any maltreatment
Maltreatment unknown
Exposure to Violence
No exposure to violence
Any exposure to violence
Exposure to violence unknown

Total
N = 1812
% (SE)

Any
Service
N=690
% (SE)
25.1 (2.0)

No Service
N= 1,122
% (SE)

33.5 (1.8)
34.5 (2.1)
32.1 (1.6)

13.7 (2.0)
38.1 (3.3)
48.2 (3.2)

40.1 (2.2)
33.3 (2.4)
26.7 (1.8)

<.0001

51.3 (2.2)
48.7 (2.2)

56.0 (3.1)
44.0 (3.1)

49.8 (2.6)
50.2 (2.6)

0.11

19.3 (2.6)
41.6 (3.7)
13.5 (1.7)
6.3 (1.3)
19.3 (2.3)

17.2 (3.6)
44.2 (4.8)
21.6 (3.6)
5.8 (1.6)
11.4 (2.1)

20.0 (2.8)
40.7 (4.0)
10.8 (1.4)
6.5 (1.8)
22.0 (2.6)

0.002

13.9 (1.4)
86.1 (1.4)

25.9 (3.0)
74.1 (3.0)

9.9 (1.5)
90.1 (1.5)

40.0 (2.3)
51.4 (2.4)
8.6 (0.8)

34.6 (3.3)
47.0 (4.0)
18.4 (1.8)

41.9 (2.7)
52.8 (2.6)
5.3 (0.8)

9.4 (1.3)
73.4 (1.8)
17.2 (1.8)

4.4 (1.4)
87.3 (2.0)
8.3 (1.7)

11.1 (1.7)
68.8 (2.2)
20.1 (2.2)

*This sample is unweighted but % and SE are weighted.
** P-values for chi-square of independence
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P-value**

74.9 (2.0)

<.0001

<.0001

<.0001

Table 4.3 Unadjusted and adjusted odds ratios (OR) and their 95% confidence intervals (95%CI)
associated with being on foster care and mental health service use among children and
adolescents 7 to 17 years of age: NSCAW II Wave 2 (2012)*
Characteristics
Foster Care
Yes
No
Age, y
7–9
10 -13
14 -17
Sex
Female
Male
Race/Ethnicity
Non-Hispanic Black
Non-Hispanic White
Hispanic
Other
Maltreatment
No maltreatment
Any maltreatment
Exposure to Violence
No exposure to violence
Any exposure to violence

Crude Model
OR (95% CI)
3.18 (2.05-4.92)
1.00

Model 1
OR (95% CI)
2.99 (1.81-4.94)
1.00

Model 2
OR (95% CI)
1.78 (1.05–3.02)
1.00

Model 3
OR (95% CI)
1.79 (1.10-2.92)
1.00

0.25 (0.16-0.39)
0.72 (0.49-1.07)
1.00

0.25 (0.16-0.39)
0.75 (0.50-1.12)
1.00

0.29 (0.18–0.45)
0.79 (0.54-1.16)
1.00

1.00
0.93 (0.64-1.35)

1.00
0.95 (0.67-1.36)

1.00
0.95 (0.67-1.34)

0.76 (0.44-1.34)
1.00
1.36 (0.84-2.19)
0.81 (0.32-2.05)

0.75 (0.43-1.32)
1.00
1.38 (0.85-2.23)
0.81 (0.32-2.05)

0.75 (0.42-1.31)
1.00
1.51 (0.91-2.51)
0.77 (0.31-1.94)

1.00
1.326 (0.82-1.94)

1.00
1.16 (0.75-1.81)

1.00
3.30 (1.42- 7.67)

*CDI total scores
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Chapter 5: Conclusion
This chapter will introduce the study, summarize the findings of the current research, describe study
limitations and strengths, present the public health significance of this study, and recommend public and
health policy implications. First, the Introduction section will describe the overall purpose of the current
study and the methodology used for the analyses. Next, I will present the Summary of Study Findings for
Chapters 2, 3 and 4. This section will elaborate on the study objectives and main study findings of each
chapter. The Limitations and Strengths sections will identify various limitations and strengths in the study
design and methodology. Finally, the Public and Health Policy Implications section will highlight the
importance of this research to the field of public health and describe the implications for this research
given the study findings.

5.1 Introduction
This cross-sectional study examined the association between foster care and depression among children
and adolescents 7 to 17 years of age in the child welfare system. This study also examined the effect of
foster care placement type on depression. The analyses specified depression prevalence and severity. In
addition, this study assessed the impact of foster care status on mental health service utilization. The
current research used a modified version of Bronfenbrenner’s ecological systems theory to explore the
influence of components of a child or adolescent’s environment on depression prevalence, severity, and
mental health service utilization.
Logistic and ordinal regression analyses were performed to examine the association of a) foster
care with depression, b) foster care placement type with depression, and c) foster care and mental health
service utilization. Depression was specified as a binary and ordinal variable, and mental health service
utilization was specified as a binary variable. To determine whether the association between foster care
and depression (binary and ordinal) and between foster care and mental health service utilization (binary)
varied with demographic characteristics, interaction terms of foster care with age, sex, and race/ethnicity
were tested.

61

5.2 Summary of the Study Findings
This section presents the study findings for Chapters 2, 3, and 4. Each subsection presents the topic of
the chapter, and the main findings of the study.

5.2.1 Chapter 2
This chapter examined the association between foster care status and depression. Data on foster care
and depression for children and adolescents 7 to 17 years of age were obtained from the National Survey
of Child and Adolescent Well-Being (NSCAW II) at Wave 2 and used for this study. Foster care status
was categorized as being in foster care or not in foster care. To assess depression prevalence, the
Children’s Depression Inventory (CDI) was used by NSCAW II to collect depression symptomatology
information from study participants.
CDI scores of children and adolescents ranged from 34 to 90 and were used to specify
depression as binary and ordinal variables. Children and adolescents with scores of 51 and higher were
considered depressed and not depressed otherwise for the binary variable. The ordinal variable
measured depression symptom severity such that children and adolescents with CDI scores of 50 or less
were considered not depressed, from 51 to 65 as mild depression, and scores of 66 or higher as
moderate to severe depression.
This study found that foster care was not statistically associated with depression regardless of the
definition used, binary (yes/no) or ordinal (mild depression or moderate to severe depression relative to
not depressed) before or after adjusting for age, sex, race/ethnicity, maltreatment history, and exposure
to violence. The association, however, was modified by age (p-interaction for binary outcome=0.02 and
three-categories outcome = 0.008). For depression defined as yes/no, among children 7 to 9 years of age,
those in foster care had a lower odds of depression compared to children who were not in foster care.
For depression severity, children in this age group in foster care had a 71% decreased odds of mild
depression, and 74% decreased odds of moderate to severe depression compared to children in this age
group who were not in foster care.
Within the modified Bronfenbrenner theoretical framework, foster care in the microsystem layer
did not influence the probability of having depression among children and adolescents. On the contrary,
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age and race/ethnicity in the macrosystem, as well as exposure to violence in the mesosystem, were
independently associated with depression after controlling for foster care, age, sex, race/ethnicity,
maltreatment history, and exposure to violence. Younger children between 7 and 9 years of age and
Hispanics were more likely to have depression compared to adolescents between 14 and 17 years of age
and non-Hispanic whites. Children and adolescents exposed to violence had more severe depression
symptoms compared to those without exposure to violence.

5.2.2 Chapter 3
Chapter 3 focused on the association between foster care and depression (binary and ordinal) specifying
foster care according to placement type. To address this aim, foster care placement type was classified
as follows: foster care; kinship care, group home/residential program, or other foster care settings; and
not in foster care.
This study found that foster care placement type was not associated with depression regardless
of how it was specified, binary or ordinal. The association was not significant even after adjusting for age,
sex, race/ethnicity, maltreatment history, or exposure to violence. Heterogeneity by age, however, was
observed for the association between foster care and depression such that children 7 to 9 years of age in
kinship care, group home/residential program, or other setting had a 71% decreased odds of depression
compared to children in this age group who were not in foster care. Heterogeneity by age was not
observed when examining the association between foster care and severity of depression symptoms.
The results of this study support the use of a modified version of Bronfenbrenner’s theoretical
framework to explain how race/ethnicity in the macrosystem layer influenced the prevalence of
depression. Compared to non-Hispanic whites who may have resources available that will assess,
identify, and treat symptoms of depression, Hispanics may not.32, 35, 77, 94 For example, Hispanic parents
who primarily speak Spanish may be unable to seek services from mental health providers who only
speak English. Language barriers can influence depression prevalence in a negative way if parents and
children are unable to communicate and verbalize their symptoms with the mental health professionals
who are trained to help them.32, 35, 77, 94 Moreover, the evidence in this study reiterates that access to care
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due to language obstacles may explain the higher prevalence of depression in Hispanic children and
adolescents compared to non-Hispanic white children and adolescents.
Children and adolescents who were exposed to violence in this study were more than four times
as likely to have depression compared to children who were not exposed to violence. In the modified
Bronfenbrenner model, exposure to violence was a component of the mesosystem layer where a child or
adolescent’s interactions with their caregivers can influence their probability of having depression
independent of their foster care status. The results of this study provide evidence that being a victim of or
a witness to violence negatively influencing a child or adolescent’s odds of having moderate to severe
depression.

5.2.3 Chapter 4
In this chapter of the dissertation, the association between foster care and mental health service
utilization was examined. To determine mental health service utilization among children and adolescents
in the study, survey question responses from children and adolescents, their caregivers, and their
caseworkers were combined to specify mental health service utilization as use versus non-use. Children
and adolescents were classified as utilizing any (Yes) or not utilizing any mental health services (No) as
reported by children, adolescents, and their caseworkers.
This study found a statistically significant association between foster care and mental health
service utilization. Children and adolescents in foster care were almost twice as likely to utilize mental
health services compared to children and adolescents not in foster care. However, the association
between foster care and mental health service utilization was not modified by age, sex, or race/ethnicity.
The association between foster care and mental health service utilization can be explained using the
modified Bronfenbrenner ecological model. More specifically, foster care status, or the microsystem layer,
directly influences the outcome, mental health utilization, by providing resources and services that may
not be available to children and adolescents not in foster care.
Exposure to violence in the mesosystem layer also contributed to mental health service utilization
in this study independent of the foster care status in the microsystem layer. Children and adolescents
exposed to violence were more likely to utilize mental health services compared to those not exposed to
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violence. Child welfare staff who provide services to children and adolescents in the child welfare system
play a crucial role in helping them cope with the negative experiences of witnessing or being victims of
violence.65
In the macrosystem layer of the model, adolescents between 14 and 17 years of age were more
likely to utilize services compared to younger children. This could imply that older children in care may
have already received care and gotten accustomed to the routine, whereas younger children may be new
to these services. In addition, children as young as 7 years old may not have been evaluated for mental
health problems because of their young age, which could inhibit them from utilizing mental health
services.

64, 66

5.3 Limitations
This study has several limitations that should be acknowledged. The cross-sectional study design of this
study is one limitation. I was unable to establish a temporal relationship between foster care status and
depression or between foster care and mental health service utilization. Specifically, this study design did
not allow me to determine if children and adolescents in this study were depressed prior to or after foster
care placement, or if mental health service utilization occurred prior to or after entering the child welfare
system.
Another major limitation of this study is the small sample size. Records were excluded from the
analysis because of missing information. I restricted the study population by excluding participants who
were missing survey responses for foster care status, depression, and foster care and mental health
service utilization. One of the implications of using a small study sample is that I may not have included
enough participants to answer our research questions effectively. This sample size could possibly
explain why I did not observe an association between foster care and depression or between foster care
placement type and depression. More importantly, because I only included children and adolescents
who had information on foster care status and depression, the sample size prevents me from generalizing
our study findings beyond this study population and from suggesting that this study presents a
representation of the children and adolescents in the child welfare system.
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In the current studies that examined the association between foster care and depression and
foster care placement type and depression, information bias is another limitation that should be noted.
There were a significant number of missing values for survey questions pertaining to depression,
exposure to violence, maltreatment history. For instance, the highest percentage of missing values in the
analysis was maltreatment history, with 12% of children and adolescents with foster care and depression
information missing information on maltreatment history. Approximately 32.7% of individuals included in
this study experienced depression compared to 29.7% of those who were excluded. A smaller proportion
of children and adolescents in this study were non-Hispanic white (38.1% included vs 44.4% excluded);
and a larger proportion (9.3% included vs 3.6% excluded) were not exposed to violence. These
differences in race/ethnicity, maltreatment history, and exposure to violence were statistically significant.
The distribution of age, sex, and foster care status, however, were similar for both children and
adolescents included and excluded from the study. Although race/ethnicity, maltreatment history, and
exposure to violence were associated with the excluded and included study participants, these variables
were not associated with foster care or depression in the actual analyses. The comparisons between the
excluded and included study participants may suggest that the individuals selected for this study were not
a true representation of the NSCAW II population at Wave 2.
Additionally, this study relied on self-reported data on mental health service utilization which
questions the validity of this study’s findings. Children and adolescents’ mental health service use was not
verified by a mental health professional or from medical records. Children and adolescents may not have
remembered all of the services they received during the study period, whereas medical records would
have identified any services that were missing from the survey responses. However, one of the questions
that was derived to examine mental health service utilization was obtained from the caseworker survey.

5.4 Strengths
Among the strengths of this study is the use of NSCAW II data on children and adolescents in the child
welfare system to examine the association of foster care with depression and mental health service
utilization. NSCAW II is an important dataset for examining age, sex, race/ethnicity, foster care status,
depression prevalence, maltreatment history, and exposure to violence of children and adolescents who
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receive services from the child welfare system regardless of foster care status. Previous studies include
one or more of these variables, but not all of the variables included in this analysis.44, 83, 91 The inclusion
of all children and adolescents regardless of foster care status allows for a more thorough examination of
those in care who may be affected by depression and/or mental health service utilization. Furthermore,
to my knowledge NSCAW II is the only national dataset that includes interviews obtained from children,
their caregivers, and caseworkers while they are in care. In addition, compared to the existing literature
on foster care and mental health service utilization in specific U.S. states,47, 75, 95 this study includes data
from child welfare systems across the United States.
Previous studies have focused either on younger children ages 3 to 7
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or older adolescents 17 to

21 years of age40, 75 in foster care, but this study presents a more inclusive view of the child welfare
system by including data from individuals 7 to 17 years of age. More specifically, other studies have
examined the effect of foster care on mental health service utilization, 44, 47, 83, 91, 96 but few studies have
explored the effect of foster care among older adolescents in foster care. 75,40,97 Similarly, this research
expands on findings from previous research18, 55, 64 examining the effect of foster care on depression in
children and adolescents currently in foster care but not assessing the impact on older adolescents who
are not in foster care.35, 40
The use of two classifications for depression is another strength of this study. I not only assessed
the presence/absence of depression, but also the severity of depression. By including two definitions, I
was able to determine the magnitude of the association between foster care and depression, and make a
comparison between children and adolescents with the most severe depression symptoms and those with
mild or none symptoms of depression.

5.5 Public and Health Policy Implications
This study demonstrates that depression prevalence in children and adolescents is not associated with
foster care status or foster care placement type. Despite the fact that there was no association between
foster care and depression, this study suggests that resources that are available to children and
adolescents in foster care are truly working because children and adolescents in this study who were in
foster care were less likely to have depression compared to those who were not in foster care. However,
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the child welfare system is also supposed to provide services to all individuals in care, not just the ones
who are removed from their homes. Further exploration is needed to understand potential challenges that
prevent children and adolescents who are not in foster care from accessing depression services that are
available to those in foster care. Furthermore, the mental health needs of all children and adolescents in
care should be considered with the same urgency so that foster care status does not create a protective
effect for depression in some, and detrimental effects for others in the child welfare system.
The current study found that children and adolescents in foster care were more likely to utilize
mental health services compared to children and adolescents outside of foster care. This emphasizes the
importance of identifying the mechanisms that allow children and adolescents in foster care to utilize
more mental health services compared to their counterparts who are not in foster care. 65, 84 Within the
modified Bronfenbrenner’s ecological systems theory used in this research, mental health service
utilization is a component of the exosystem layer. This study reiterates that mental health services that
are available to children who are removed from the home differs from services available to individuals
who still reside at home.26, 83, 87, 88 This variation in access to mental health services is more evident
among children and adolescents who reside in residential facilities or group homes. For example, these
facilities have staff who are trained to care for children and adolescents who have mental health problems
such as depression, and who have developmental issues that require treatment from more specialized
caregivers.4, 5 Moreover, these trained professionals do not reside in homes where children still reside
with their biological family.4, 5 In addition, the role of poverty in the child welfare system7, 39, 66, 90 may have
prevented caregivers from seeking mental health care for children and adolescents who needed it.
Impoverished families with limited access to financial and social support may lack the resources to
improve the well-being of their children as compared to families that do not face economic hardship.66 As
a result, financial instability, limited access to quality mental health care, and lack of resources are all
components of the larger ecological environment that negatively influence mental health service use of
children and adolescents in the child welfare system.
This study also found that younger children have higher odds of overall depression, mild, and
moderate to severe depression, compared to children and adolescents. Compared to older children and
adolescents, younger children are not as developed psychologically, and may not be able to cope with
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negative experiences that can trigger these depressive symptoms.64, 66 Younger children may also be less
emotionally developed to deal with detachment from their biological home environment compared to older
children who are more mature.64, 66 Similarly, older children may have developed ways of adapting to life
in the child welfare system compared to younger children who may be new to child welfare. 64, 66 For
these reasons, more interventions should focus on decreasing depression prevalence among younger
children and adolescents in care.
Child welfare professionals should also acknowledge the negative impact of violence on
depression among children and adolescents in the child welfare system. More specifically, the results of
this study imply that there is a need for public health policies and initiatives that address the detrimental
effects of violence in the home. One example of a child welfare protocol that should be considered is
diagnostic assessments of children and their caretakers.65 These assessments can create a better
understanding of the environmental factors that may lead to children being victims of or witnesses to
violence in the home. Another important therapeutic tool that may benefit children and adolescents
exposed to violence is the abused-focused cognitive behavioral therapy for child abuse treatment
model.65 This model can be implemented to provide methods of treatment to both the abused child and
their family to discourage violent behaviors in the home.65 Family therapy tools such as the physical
abuse-informed family therapy model should also be considered to address the association between
exposure to violence and overall depression and more severe symptoms of depression.65 This particular
model can be used to develop methods of reducing a child’s exposure to violence by improving family
structures of abused children and abusive guardians that contribute to symptoms of depression.65 Any of
these therapeutic protocols can be implemented in a population of children and adolescents similar to this
study’s population to reduce the impact of violence on depression prevalence.
Another public health implication of this study is that race/ethnicity may influence the probability of
depression among children and adolescents. The higher probability of having depression among
Hispanics in the study population should be recognized as a major challenge to improving the mental
health of all children and adolescents in the child welfare system. Mental health professionals and child
welfare staff should ensure that resources and services are inclusive of Hispanic children and their
families.32, 35, 94 Cultural sensitivity resources and access to Spanish speaking mental health professionals
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are essential tools that can assist child welfare personnel with reducing depression prevalence among
Hispanic children and adolescents in this population.32, 64, 77, 94
In conclusion, the current study contributes to existing literature on the association of foster care
and foster care placement type with depression as well as foster care and mental health service utilization.
Foster care was not associated with depression in children and adolescents before or after adjusting for
age, sex, race/ethnicity, maltreatment history, and exposure to violence. However, 7 to 9 year olds in
foster care had a lower probability of having depression compared to 7 to 9 year olds who were not in
foster care. In regards to placement type, children between 7 and 9 years of age in kinship care, group
home/residential program, or other setting had a lower probability of depression compared to children in
this age group in foster care. In addition, children and adolescents in foster care were more likely to utilize
mental health services compared to those who remained in the biological home. Older adolescents
between 14 and 17 years of age were more likely to utilize mental health services when compared to
children between 7 and 13 years of age. The implications of this study’s findings underscore the need for
greater awareness of the impact of underlying factors and characteristics in the biological home on
depression prevalence and mental health service utilization among children and adolescents in the child
welfare system.
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